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PROCEEDINGS  OF  THE  HOUSE  OF  DELEGATES 

(Continued  from  Page  301) 

pathetic  to  the  intent  of  Resolution  No.  9.  However, 
we  are  troubled  by  the  difficulties  of  implementing  it. 
These  include  the  fact  that  there  are  areas  of  the 
state  in  which  air  pollution  is  a considerable  prob- 
lem, and  other  areas  in  which  the  filtering  of  ve- 
hicle fumes  would  serve  little  practical  purpose. 
There  are  also  areas  of  the  state  in  which  a high  per- 
centage of  commercial  traffic  is  merely  passing 
through  the  state,  in  which  case  legislation  as  pro- 
posed would  handicap  Delaware  carriers  but  fail 
to  accomplish  its  purpose.  We  are  also  somewhat 
concerned  with  a proper  definition  of  “commercial 
vehicle,”  a problem  which  is  complicated  by  the  con- 
siderably different  carcinogenic  properties  of  gasoline 
and  diesel  fumes. 


Mr.  Chairman,  the  Reference  Committee  feels  that 
the  purposes  of  Resolution  No.  9 might  best  be  ac- 
complished by  the  adoption  of  the  following  substi- 
tute resolution: 

BE  IT  RESOLVED,  that  the  House  of  Delegates 
of  Delaware  request  the  Delaware  Air  Pollution 
Commission  to  draft  appropriate  legislation  to  con- 
trol air  pollution  by  vehicles  and  industry.  And,  be 
it  further 

RESOLVED,  that  the  Medical  Society  of  Dela- 
ware offer  its  coperation  to  the  Air  Pollution  Com- 
mission in  any  way  that  may  be  helpful  in  the 
drafting  of  such  legislation. 

The  amended  resolution  was  adopted. 

The  complete  report  of  the  Proceedings  of  the 
House  of  Delegates  is  on  file  in  the  Medical  Society 
office  and  is  available  to  members  for  reference. 
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LIVER,  BILE  AND  JAUNDICE* 


* Jaundice  has  phases  of  identification  and  of  management. 
These  are  interdependent.  The  physician  depends  on  his 
clinical  observations  supplemented  by  laboratory  data,  radio- 
logic  findings,  cytologic  data  and  time.  A surgical  procedure 
for  the  right  patient  at  the  right  time  can  be  beneficial, 
individualization  in  the  management  of  jaundice  is  most 
important. 


Julian  A.  Sterling,  M.D. 


Jaundice  causes  contrasts:  the  bright  yel- 
low sclerae  and  the  dark,  miserable  disposi- 
tion; the  clay  color  of  the  bowel  motions  and 
the  mahogany  tint  of  urine;  the  small  calculus 
and  the  large  duct.  In  addition,  the  patient 
with  obstructive  jaundice,  who  is  usually  very 
ill  when  he  is  admitted  to  the  hospital,  can 
be  perfectly  well  when  he  is  discharged.  And, 
during  hospitalization,  although  much  data 
may  be  accumulated,  there  may  be  only  a 
small  amount  of  information. 

Jaundice,  due  to  excess  bilirubin  circulating 
in  blood,  may  be  caused1  by  disturbances  (a) 
in  mechanism  of  production,  (b)  of  transport, 
(c)  of  conjugation,  and  (d)  of  biliary  duct 
excretion.  Increased  production  of  bilirubin 
occurs  in  hemolytic  jaundice.  Disturbance 
of  bilirubin  conjugation  is  found  in  such  en- 
zyme deficiency  disease  as  the  Crigler  Najjar 
type.  Disturbances  of  bilirubin  excretion  may 
be  intrahepatic  such  as  the  Dubin- Johnson 

Dr.  Sterlingj  Sc.D.,  F.A.C.S.,  is  Assistant  Professor  of  Surgery, 
University  of  Pennsylvania  (Graduate  School  of  Medicine),  Assistant 
Clinical  Professor  of  Surgery,  Temple  University  School  of  Medicine 
and  Senior  Attending  Surgeon,  Albert  Einstein  Medical  Center,  Phila- 
delphia, Pa. 


’"Given  at  the  Staff  Meeting  of  the  Memorial  Hospital,  Wilmington, 
on  March  10,  1964. 


syndrome  or  extrahepatic  due  to  calculi  in 
bile  ducts. 

Identifying  the  jaundice  mechanism  is  im- 
portant and  fascinating.  A decade  ago  we 
differentiated  “surgical”  from  “medical”  jaun- 
dice. Twenty  years  ago  we  noted  that  the 
two  main  types  of  jaundice  were  “retention- 
regurgitation”  and  “hemolytic.”  Today,  we 
distinguish  among  pre-hepatic,  hepatic  and 
post-hepatic  mechanisms  for  jaundice.  Post- 
hepatic  jaundice  is  also  identified  as  obstruc- 
tive jaundice. 

Obstructive  jaundice  does  not  respect  age, 
sc:  or  race.  Congenital  bile  duct  atresia, 
choledocholithiasis,  Oriental  parasitic  abscess 
and  pancreatic  neoplasm  differentiate  some 
common  types.  Clinically,  however,  these 
causes  for  obstructive  jaundice  may  be  dupli- 
cated by  icterus  neonatorum,  hemolytic  dis- 
ease, Jamaican  bush  tea  intoxication  and 
pancreatic  cysts. 

Fluid  in  the  bile  ducts  starts  as  “bile” 
by  definition  because  it  contains  bilirubin. 

When  bile  flow  is  blocked,  intraductal 
pressure  increases — the  duct  dilates,  the  pres- 
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sure  is  less;  the  liver  makes  bile  to  the  point 
of  maximal  expansion,  the  pressure  increases. 
At  30  cm.  of  pressure  the  liver  cell  fails.  Con- 
currently, the  biliary  epithelium  absorbs,  di- 
lutes and  depletes  the  fluid  within  the 
duct.23-4  This  fluid  becomes  colorless  and  con- 
tains mucus.3-6  Bilirubin  becomes  biliviolin 
(-cyanin)  which  is  colorless.  The  fluid  in 
the  bile  ducts  or  gallbladder  is  then  known  as 
“white  bile.”  However,  it  is  colorless,  not 
white — and  it  is  not  bile  really,  since  no  more 
“bilirubin”  is  present.  (Obviously,  a better 
term  than  “white  bile”  is  needed.) 

The  absence  of  bile  production  by  the 
hepatic  cell  can  occur  after  10  to  30  days  of 
duct  obstruction,  occasionally  in  calculous 
disease  and  usually  in  patients  with  malig- 
nancy.7-8’9 Here,  urgent  steps  are  needed. 
Such  patients  should  be  treated:  (a)  with 
antibiotics,  (b)  by  parenteral  alimentation 
including  blood  and  plasma,  if  needed,  and 
(c)  by  surgical  decompression  and  drainage 
of  the  biliary  tract.  Whether  or  not  the  bile 
enters  the  intestinal  tract  is  not  as  important 
as  the  relief  of  the  obstruction,10  because  the 
liver  can  improve  as  long  as  the  patient  is 
alive  to  eat.  Later  on,  when  the  patient  can 
tolerate  surgical  reconstruction— the  external 
fistula  can  be  eliminated;  for  example,  a 
choledochostomy  can  be  made  into  a chole- 
dochalojejunostomy. 

Complete  diversion  of  bile  through  an 
external  fistula  leads  to  multiple  metabolic 
abnormalities  such  as  the  hemorrhagic  ten- 
dency, osteomalacia,  and  steatorrhea.  Meta- 
bolic acidosis  and  sodium  depletion  also  ap- 
pear and  may  be  fatal,  but  this,  as  well  as 
the  compensatory  potassium  rise,  are  rever- 
sible. The  patient  becomes  progressively 
weaker,  anorectic,  apathetic,  confused,  finally 
lapses  into  coma  and  dies.  Death  in  such 
cases  has  been  ascribed  to  “asthenia,”  cardio- 
vascular collapse,  or  renal  failure.  Because 
of  these,  we  used  to  refeed  the  bile,  but  this 
was  not  acceptable  by  the  patients.  It  is 
true  in  the  face  of  complete  bile  fistula — 
long  term  comfortable  survival  will  be 
achieved  by  replacing  equivalent  (quantity) 
saline  loss. 

Compared  to  normal  serum,  bile  contains 


a greater  concentration  of  sodium  and  bicar- 
bonate. Although  the  osmolality  of  bile  is 
nearly  identical  to  that  of  plasma,  the  total 
ionic  concentration  of  bile  is  one-third  higher 
and  can  be  greater  than  300  mEq/L. 

The  most  interesting  chemical  property  of 
bile  salts  is  their  intense  surface  activity, 
which  causes  aggregation.  As  a consequence, 
the  osmotic  activity  of  the  bile  salts  is  less 
than  expected.  It  is  for  this  reason  that  the 
total  cation  concentration  of  some  bile  speci- 
mens may  greatly  exceed  that  of  plasma11-12 
even  though  the  bile  is  isotonic.  It  is  not 
uncommon  to  encounter  bile  sodium  concen- 
trations as  high  as  270  mEq/L.  Bile  salt 
anions  themselves  are  virtually  devoid  of 
osmotic  activity. 

The  relative  proportion  of  the  various  cat- 
ions in  hepatic  bile  resembles  that  found  in 
extracellular  fluid,  and  sodium  is  always  the 
principal  constituent.  It  is  among  the  anions 
that  the  major  differences  between  bile  and 
extracellular  fluid  will  be  found. 

Several  interesting  items  concern  us  in 
studying  mechanisms  of  bile  production:  (1) 
there  is  no  anatomical  structure  in  the  biliary 
tract  which  could  be  expected  to  behave  as 
a high-pressure  hydrostatic  filter  (similar  to 
the  renal  glomerulus);  (2)  the  secretion  of 
bile  can  proceed,  nevertheless,  against  an  op- 
posing hydrostatic  pressure  which  can,  under 
experimental  circumstances,  even  exceed  the 
pressure  of  blood  perfusing  the  liver;13  and 
(3)  those  substances  known  to  be  actively 
secreted  into  the  bile  are  generally  potent 
choleretic  agents. 

Loss  of  a large  volume  of  bile,  therefore, 
containing  a high  concentration  of  sodium 
and  bicarbonate  rapidly  leads  to  a state  of 
sodium  depletion.  Tonicity  of  the  extra- 
cellular fluid  is  initially  maintained  at  the 
expense  of  blood  volume.  Hypotonicity  then 
follows  and,  with  the  progressive  hypovolemia, 
impairment  of  renal  plasma  flow  and  glomeru- 
lar filtration,  lead  to  renal  failure.  To  the 
metabolic  acidosis  already  developed  from 
loss  of  sodium  and  bicarbonate  through  the 
biliary  fistula  is  added  the  metabolic  acidosis 
of  renal  failure.  To  compensate  for  this, 
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hyperkalemia  ultimately  appears  and  with  it, 
devastating  functional  cardiovascular  abnor- 
malities. 

The  cardiovascular  effects  of  biliary  fistula 
are  those  of  elevated  serum  potassium  which 
cause  reversible  electrocardiographic  changes. 
Let  me  emphasize  the  reversibility  of  these 
ECG  changes. 

It  is  important  to  emphasize  the  serious 
potentialities  of  sodium  loss  through  external 
biliary  fistula  and  its  prevention.  Treatment 
consists  of  adequate  sodium  replacement  and 
correction  of  acidosis.14 

Anatomy  of  Jaundice 

The  liver  consists  of  strands  of  cells  around 
a canal  system  in  continuity  with  the  lumen 
of  the  gut.  The  hepatic  arteries,  the  portal 
vein,  and  bile  ducts  come  from  the  triangular 
portal  spaces  and  their  arborization  defines 
each  hepatic  acinus. 

There  is  a definite  functional  relationship 
between  the  acinar  cells  and  the  blood  ves- 
sels. The  distance  the  cells  are  from  where 
the  hepatic  arterial  and  portal  venous  blood 
mix — probably  regulates  the  amount  of  oxy- 
gen and  of  nutrient  which  each  cell  receives. 
Furthermore,  during  growth  of  the  liver  and 
at  any  time  subsequently,  the  cell  ages,  it 
changes  its  location  in  the  acinus  and  changes 
its  function. 

Novikoff  and  Essner15  have  described  the 
heterogeneity  of  liver  cells  with  regard  to 
their  enzyme  function.  Cells  situated  close 
to  blood  supply  have  different  capabilities 
than  those  in  other  areas.  These  cells  can 
do  thousands  of  metabolic  and  detoxifying 
functions  and  can  change  their  capabilities. 
Because  the  acinus  has  been  mapped,  the 
presence  of  defects  in  hepatic  function  can 
localize  the  hepatic  disease  as  centrilobular 
or  peripheral. 

Physiology  of  Jaundice 

Experimentally16  tagged  carbon  can  be 
demonstrated  to  enter  into  the  formation  of 
hemoglobin.  This  tagged  carbon  is  later 
found  in  bilirubin  formed  from  disintegrated 
erythrocytes.  Protoporphyrin  of  the  hemo- 


globin molecule  can  then  be  changed  to  a 
straight  chain  of  four  pyrrole  nuclei  which  is 
the  basic  structure  of  bile  pigments.  This 
metamorphosis  usually  occurs  in  reticuloen- 
dothelial cells  whereupon  the  bilirubin  is  dis- 
charged into  the  plasma. 

The  liver  cell  removes  bilirubin  from  the 
plasma,  conjugates  it  with  glucuronic  acid  and 
sulfate  (and  other  substances),  forming  a 
water-soluble  bile  pigment  and  excretes  it 
into  bile.  Free  bilirubin  may  also  be  con- 
jugated at  extrahepatic  sites  with  one  molo  of 
glucuronic  acid  to  form  bilirubin  monoglu- 
curonide. 

An  enzyme  present  in  liver  microsomes 
(glucuronyl  transferase)  catalyzes  the  union 
of  glucuronic  acid  to  bilirubin.  Presumably, 
conjugations  of  bilirubin  as  a sulfate  and  to 
other  substances,  involve  other  enzymatic  re- 
actions, but  these  have  not  been  fully  de- 
lineated. 

Experimental  obstruction  to  the  common 
bile  duct  in  animals  results  in  the  prompt  ac- 
cumulation of  the  bilirubin  diglucuronide  in 
the  blood.  Hyperbilirubinemia,  on  the  other 
hand,  of  the  bilirubin  monoglucuronide,  oc- 
curs after  hepatocellular  damage. 

It  would  be  easy  if  all  patients  fit  a specific 
pattern.  However,  mixed  types  of  jaundice 
are  frequent  and  confusion  continues  to  be 
rampant  when  least  expected. 

Blood  normally  contains  up  to  0.5  mg.% 
of  bilirubin.  The  renal  threshold  for  excre- 
tion of  serum  bilirubin  is  about  2 mg.%.  When 
bile  pigments  are  not  water-soluble,  as  the 
bilirubin  monoglucuronide  in  prehepatic 
(hemolytic)  jaundice,  they  cannot  be  sep- 
arated from  plasma  by  the  kidney  and  no 
bilirubin  enters  the  urine.  On  the  other  hand, 
bile  pigments  which  have  been  cleared  from 
the  plasma  by  the  liver,  as  the  diglucuronides, 
but  which  cannot  be  excreted  into  the  duo- 
denum (obstruction)  may  be  reabsorbed  into 
the  blood  stream  and  since  this  bilirubin  com- 
pound is  water-soluble,  it  is  excreted  into  the 
urine.  The  characteristic  renal  excretion  of 
bilirubin  glucuronide  is  the  basis  for  differen- 
tiation of  prehepatic  from  post-hepatic  jaun- 
dice. 
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Considering  the  weight  of  the  liver  and 
the  volume  of  hepatic  blood  flow  (1,500  cc./ 
min.),  a larger  bile  secretion  than  the  average 
daily  outflow  (of  500  to  1000  cc.)  might  be 
expected.  To  account  for  this  an  absorptive 
mechanism  in  the  smaller  bile  ducts  similar  to 
that  in  the  renal  tubules  has  been  suggested17 
and  observations  with  the  electron  microscope 
show  fine  papillae  protruding  into  the  lumen 
of  the  canaliculi  which  are  capable  of  this 
absorption. 

Bilirubin  from  the  liver  passes  through  the 
common  duct  into  the  duodenum.  In  the  in- 
testine, the  bilirubin  is  converted  into  uro- 
bilinogen by  action  of  bacteria.  Normally,  100 
to  250  mg.  of  urobilinogen  can  be  measured  in 
the  bowel  motions  during  24  hours.  About  one 
per  cent  of  the  urobilinogen  is  returned  to  the 
liver  by  the  portal  vein  and  is  again  excreted. 
Normally  less  than  three  mg.  of  urobilinogen 
is  excreted  by  the  kidneys  in  24  hours. 

In  patients  with  hemolytic  or  prehepatic 
jaundice,  red  cell  breakdown  is  greatly  ac- 
celerated and  a large  quantity  of  bilirubin 
is  produced.  Urobilinogen  excretion  into  the 
intestines,  absorption  from  the  intestine,  and 
return  of  urobilinogen  to  the  liver  through 
the  portal  circulation  are  all  increased.  If 
the  liver  is  unable  to  excrete  the  increased 
amount  of  urobilinogen,  the  urine  and  feces 
may  contain  excess  amounts.  In  this  case, 
bilirubin  does  not  appear  in  the  urine  because 
the  liver  does  not  convert  the  excess  of  the 
indirect  bilirubin  to  the  direct  bilirubin  and 
the  excess  of  the  indirect  type  normally  can- 
not cross  the  renal  barrier. 

In  a patient  with  hepatic  or  hepatocellular 
jaundice,  the  usual  quantity  of  bilirubin  is 
delivered  to  the  liver.  Because  of  liver  cell 
damage  or  obstruction  to  bile  canaliculi,  bili- 
rubin is  not  completely  excreted  in  the  extra- 
hepatic  bile  ducts.  Both  water-soluble  and 
-insoluble  types  of  bilirubin  are  thus  increased 
in  quantity  in  the  blood.  Accordingly,  the 
intestines  receive  decreased  bilirubin  and  uro- 
bilinogen. Because  of  the  bile  duct  obstruc- 
tion, bilirubin  in  the  liver  reaches  the  systemic 
circulation  either  directly  or  through  the 
lymphatics  and  then  can  be  excreted  in  the 
urine.  Excess  circulating  bilirubin  may  be 


found  in  body  tissues  and  in  some  organs 
can  cause  toxic  effects  such  as  that  seen  in 
kernicterus.  In  addition,  the  urobilinogen 
which  is  reabsorbed  into  the  portal  vein  can- 
not be  excreted  by  the  damaged  liver  and, 
therefore,  it  passes  into  the  systemic  circula- 
tion and  is  also  excreted  by  the  kidneys. 

With  absolute  obstruction  to  flow  of  bile, 
as  often  occurs  in  patients  with  malignant 
disease,  no  bilirubin  passes  into  the  intestine. 
Consequently,  urobilinogen  can  not  be  found; 
the  urine  contains  bilirubin  but  not  urobilin- 
ogen. Early  in  extrahepatic  biliary  obstruc- 
tion, bile  pigment  studies  may  be  diagnostic. 
When  obstruction  has  existed  for  a few  weeks, 
however,  liver  cell  damage  which  occurs  can 
be  confusing. 

Urobilin  and  urobilinogen  represent  a group 
of  substances  rather  than  a single  chemical. 
Urobilinogen  is  produced  mainly  by  bacterial 
action  on  bilirubin  in  the  small  intestine.  It 
is  partially  reabsorbed  nto  the  portal  circula- 
tion being  partically  re-excreted  in  the  bile; 
the  remainder  of  bilirubin  is  changed  to  ster- 
cobilin,  the  normal  stool  pigment. 

Identification  of  Jaundice 

As  a rule,  the  clinician  has  little  difficulty 
in  distinguishing  prehepatic  and  posfhepatic 
jaundice.  Difficulty  exists  in  deciding  whether 
obstructive  jaundice  is  hepatic  or  posthepatic. 
In  the  differentiation  of  obstructive  jaundice, 
four  dimensions  are  useful  for  its  identifica- 
tion short  of  surgical  intervention: 

I.  Clinical  dimension-,  history  and  physical 
examination. 

II.  Chemical  dimension-,  laboratory  tests, 
including  isotope  and  x-ray  studies. 

III.  Cytologic  dimension:  needle  biopsy  of 
the  liver  in  selected  cases. 

IV.  Time:  jaundice  is  not  an  emergency 
in  terms  of  hours;  but  it  should  not  be  per- 
mitted to  peregrinate  for  weeks.  The  liver 
cannot  function  forever  in  the  face  of  obstruc- 
tion to  bile  flow. 

Clinical  Dimension 

The  increased  likelihood  of  hepatic  disease 
in  bartenders  and  brewery  workers  is  known. 
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Contact  with  a jaundiced  patient  should  sug- 
gest the  possibility  of  infectious  hepatitis. 
Blood  or  plasma  transfusion  or  needle  punc- 
ture from  six  weeks  to  six  months  prior  to 
the  onset  of  jaundice  should  lead  to  suspicion 
of  homologous  serum  hepatitis.  Previous  gall- 
bladder operation  should  lead  to  suspicion 
of  a residual  common  stone  or  stricture  as 
possible  causes  for  icterus.  Certain  drugs  will 
provoke  jaundice  which  resemble  organic  ob- 
struction. 

Abdominal  pain  is  rare  in  patients  with 
viral  hepatitis.  Common  duct  stone  pain  is 
colicky  and  associated  with  nausea  and  vomit- 
ing. Pain  can  also  be  a significant  symptom 
in  cancer.  Pain  in  pancreatic  carcinoma  may 
be  located  in  the  epigastrium  or  in  the  back 
and  may  be  modified  by  change  in  position. 

It  is  important  to  identify  prodromal  symp- 
toms and  signs.  These  may  be  sufficient  to 
differentiate  viral  hepatitis,  a neoplasm  and 
a common  duct  stone.  The  time  of  appear- 
ance of  dark  mahogany  or  wine-urine  is  the 
best  criterion  as  to  the  onset  of  jaundice.  In 
cases  of  infectious  hepatitis  the  stools  are 
usually  clay-colored  only  for  a few  days.  In 
common  duct  stone  they  may  alternately 
be  acholic  and  cholic.  In  neoplastic  jaundice 
they  usually  remain  acholic. 

While  chills  and  fever  in  a jaundiced  pa- 
tient are  usually  indicative  of  cholangitis,  it 
is  well  to  remember  that  they  may  be  promi- 
nent during  (the  pre-icteric  phase  of)  infec- 
tious hepatitis. 

Itching  is  frequent  in  patients  with  biliary 
cirrhosis  and  occasionally  occurs  in  viral  hepa- 
titis. It  is  an  unreliable  symptom. 

Hepatomegaly  is  usually  tender  when  hepa- 
titis is  present.  Increasing  hepatomegaly 
with  jaundice  usually  is  due  to  duct  obstruc- 
tion. Splenomegaly  is  usually  associated  with 
prehepatic  jaundice.  Couvoisier’s  law  is  also 
partially  effective. 

Just  several  weeks  ago,  I was  called  by  my 
surgical  resident  to  scrub  in  on  a case  of 
obstructive  jaundice  and  a mass  behind  the 
pancreas.  This  case  had  a large  dilated  gall- 
bladder which  when  opened  contained  many 
calculi.  Since  he  thought  calculi  were  in  the 


duct — he  opened  the  duct,  then  the  due- 
denum;  but  the  mass  wouldn’t  move.  It  was, 
I found,  a carcinoma  of  the  pancreas — with 
gallstones  and  with  an  enlarged  gallbladder. 

Chemical  Dimension 

Duodenal  drainage  may  be  valuable  in  the 
differential  diagnosis  of  jaundice  by: 

(a)  helping  to  confirm  or  disprove  the 
diagnosis  of  biliary  obstruction. 

(b)  furnishing  material  that  can  be  tested 
for  its  content  of  pancreatic  enzymes 

(c)  yielding  material  for  cytologic  exam- 
ination 

(d)  demonstrating  the  presence  of  blood, 
which  is  strongly  suggestive  of  ulcerating 
tumor  at  the  papilla  of  Vater,  and 

(e)  furnishing  evidence  of  cholelithiasis  in 
the  form  of  calcium  bilirubinate  and  choles- 
terol crystals. 

In  patients  with  common  duct  stones,  the 
duodenal  contents  may  have  bile  and  usually 
a normal  amount  of  pancreatic  enzymes.  In 
carcinoma  at  the  head  of  the  pancreas  both 
bile  and  pancreatic  enzymes  are  almost  al- 
ways diminished  or  entirely  absent.  In  car- 
cinoma of  the  common  bile  duct  which  does 
not  involve  the  pancreatic  duct,  bile  is  absent, 
but  pancreatic  enzymes  may  be  present  in 
normal  concentration. 

While  anemia  of  the  macrocytic  hypo- 
chromic type  is  frequently  found  in  patients 
with  acute  and  chronic  hepatic  jaundice,  it  is 
also  seen  in  chronic  forms  of  posthepatic  jaun- 
dice. Its  diagnostic  value  is  therefore  limited. 
However,  anemia  of  cirrhosis  may  be  second- 
ary to  the  jaundice, 
to  the  jaundice. 

Elevated  serum  bilirubin  may  inhibit  the 
enzyme  which  is  responsible  for  the  union  of 
the  “heme-”  and  the  “-globin.”  Another 
factor  in  anemia  which  has  not  been  explained 
is  the  decreased  survival  of  red  cells  observed 
in  congenital  obstructive  jaundice.  Elevated 
serum  cholesterol  may  often  be  seen  with  both 
hepatic  and  posthepatic  jaundice. 

High  serum  globulin  (over  3 Gm.  per  cent) 
and  low  serum  albumin  (less  than  3 Gm.  per 
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cent)  are  found  in  hepatic  jaundice  as  are  a 
cephalin  flocculation  of  over  2 plus  and 
increased  thymol  turbidity.  This  indicates 
that  in  most  patients  with  protracted  jaundice 
the  absence  of  abnormal  flocculation  and 
turbidity  tests  is  very  much  in  favor  of  post- 
hepatic  obstruction.  An  exception  is  “cho- 
lestasis” due  to  drugs. 

At  present  two  different  types  of  enzymes 
may  give  clues  necessary  for  the  identification 
of  liver  diseases. 

One  enzyme,  the  alkaline  phosphatase, 
usually  is  elevated  when  bile  flow  is  ob- 
structed, though  moderate  increases  are  found 
in  the  other  types  of  liver  disease,  depending 
upon  the  effect  by  the  disease  on  bile  drain- 
age. The  other  system  is  the  transaminase 
which  is  elevated  in  direct  proportion  to  the 
degree  of  hepatocellular  damage.  Although 
cellular  necrosis  in  other  organs  can  cause 
transaminase  to  be  elevated,  when  these  are 
high  in  jaundice  they  usually  help  to  assess 
the  activity  of  chronic  liver  disease  and  to 
detect  damage  due  to  infection  and  drugs.18 
Serial  changes  particularly  may  be  illumin- 
ating. 

Difficulties  in  differentiating  causes  for 
chronic  jaundice  are  apparent.  These  are 
because  both  the  primary  condition  causing 
the  underlying  jaundice  and  the  secondary 
associated  factors  can  produce  changes.  Liver 
biopsy,19-20  in  some  cases,  may  be  the  only 
way  to  establish  definitive  diagnosis  in  such 
cases. 

Oral  and  intravenous  radiologic  methods 
(such  as  Cholografin)  can  measure  liver  func- 
tion (through  excretion  of  radiopaque  me- 
dium), as  well  as  identify  anatomy.21  Bile 
duct  dilatation  or  a normally  functioning  gall- 
bladder, when  demonstrated  radiographically, 
are  positive  and  negative  clues  respectively 
as  to  the  origin  for  jaundice.  In  addition, 
up  to  15  per  cent  of  patients  with  hepatitis 
or  cholangiolitis  with  bilirubin  less  than  3 
mgm.%,  or  with  bromsulfalein  retention  less 
than  15  per  cent,22  may  excrete  the  radio- 
paque medium  through  the  biliary  tract. 
Demonstration  of  a normal  biliary  tract  can 
obviate  an  operation. 


Ancillary  x-ray  studies  may  help  solve  the 
problem  of  jaundice.  Scout  films — for  calculi, 
aneurysms,  pulmonary  metastases,  deformi- 
ties of  the  stomach  and  duodenum,  tumors 
of  the  intestinal  tract  and  geni to -urinary 
disease — can  all  give  information  to  solve  the 
problem  of  jaundice.  Information  is  needed. 

Cytologic  Dimension 

Liver  biopsy  is  valid  and  valuable  if  proper 
precautions  are  taken.  Liver  geography  is  to 
be  identified  and  liver  edge  should  be  pal- 
pated. Prothrombin  time  should  be  normal 
and  the  operation  room  ready.  I like  to  do 
these  with  the  patient  in  the  operating  room, 
using  image  intensification  of  fluoroscope  con- 
trol. This  can  also  be  done  in  the  x-ray 
department. 

Biopsy  usually  precedes  percutaneous  he- 
patic cholangiogram.  First,  the  tissue  is  re- 
moved and  then  the  needle  is  threaded  with 
a polythylene  catheter  until  bile  is  aspirated. 
In  some  patients  with  obstructive  jaundice 
bile  flow  may  start  under  high  pressure.  After 
flow  slackens  20  to  30  cc.  of  radiopaque 
media  may  be  injected  and  at  least  two  radio- 
graphs are  taken.23  The  polyethylene  catheter 
should  remain  in  place  unless  operation  is 
done.  If  it  drains  the  bile  under  pressure, 
the  probabilities  of  bile  peritonitis  are  avoided 
and  in  some  patients  with  unreseotable  car- 
cinoma open  operation  may  be  obviated  since 
the  catheter  can  provide  adequate  decom- 
pression. 

Today,  many  pathologists  are  able  to  in- 
terpret the  needle  biopsy  by  frozen  section 
examinations. 

Certain  features,  notably  the  formation  of 
bile  lakes,  feathery  degeneration,  and  pseudo- 
xanthomas, suppurative  cholangitis  and  pyle- 
phlebitis, and  periductal  fibril  lamination,  are 
encountered  only  in  obstruction  (but  in  a 
comparatively  small  proportion  of  cases). 
Factors  having  presumptive  but  not  absolute 
diagnostic  value  of  inflammation  are  inter- 
lobular duct  disturbances  such  as  dilatation, 
proliferation,  and  tortuosity,  foamy  and  bile- 
filled  Kupffer  cells,  severe  canalicular  bile 
stasis,  and  neutrophil  exudate  accompanying 
both  intra-  and  perilobular  lesions.24 


6 


January,  1965 


Liver,  Bile  and  Jaundice — Sterling 


In  the  not  too  distant  future,  I expect  that 
instantaneous  histochemical  measurements  of 
enzyme  content  of  the  liver  biopsy  may  be 
available  routinely. 

Dimension  of  Time 

The  dimension  of  time  relates  to  jaundice 
in  many  ways:  age  of  the  patient,  duration 
of  the  jaundice,  variations  in  findings  during 
a period  of  observation  and  change  in  tech- 
nical procedures  with  their  interpretations 
together  with  improved  therapeutic  modes 
which  are  constantly  being  reported. 

Add  to  these,  the  essential  function  of  the 
physician  and  surgeon,  whose  past  and  pres- 
ent capabilities  through  management  and 
treatment  determine  the  future  outcome  to 
which  must  be  added  the  biologist’s,  chemist’s, 
and  researcher’s  improvements  and  contribu- 
tions. All  told,  time  is  the  great  fourth 
dimension  in  each  patient  with  jaundice. 

Management 

Major  operative  procedure  to  relieve  ob- 
structive jaundice  is  usually  contraindicated 
when  one  or  more  of  the  following  deficiencies 
are  discovered:  a cephalin  flocculation  of  3 
plus  or  more;  bromsulfalein  retention  of  25 
per  cent  or  more;  serum  protein  less  than  5.3 
Gm.  per  cent  or  an  albumin  level  of  2.5  Gm. 
per  cent  or  less;  prolonged  prothrombin  time, 
not  normalized  by  the  parenteral  administra- 
tion of  vitamin  K-l. 

On  the  other  hand,  elevated  alkaline  phos- 
phatase, transaminase,  or  serum  bilirubin 
levels  are  not  contraindications  to  operation. 

Those  contraindications  are  not  permanent. 
When  the  serum  albumin  has  risen  above  3.3 
Gm.  per  cent,  the  total  proteins  above  5.5 
Gm.  per  cent,  the  prothrombin  time  ap- 
proaches normal  values,  the  bromsulfalein  re- 
tention is  below  15  per  cent,  the  cephalin 
flocculation  is  2 plus  or  lower,  and  after  cor- 
rection of  anemia,  the  patient  may  be  ready 
for  operation.  Two  to  three  weeks  may  be 
needed  for  this  improvement. 

Preparation  of  the  patient  with  jaundice 
requires  detailed  attention  to  nutrition.  If 
the  patient  cannot  eat,  intravenous  (10  per 


cent)  glucose,  plasma  and  albumin  may  be 
needed. 

Many  adjuvants  such  as  choline,  methio- 
nine, vitamin  B (including  B-12),  corticoids 
and  antibiotics  have  specific  indications. 

Clinical  preparation  of  the  patient  is  aimed 
toward  maintenance  of  the  cardiovascular 
physiology,  normalization  of  renal  function 
and  full  psychological  compatibility  among 
surgeon,  physician,  anesthesiologist,  all  para- 
medical associates  and  the  patient  together 
with  the  patient’s  family. 

Operative  Procedure 

Surgical  objective  is  to  relieve  obstructive 
jaundice  and  restore  hepatic  (cell)  function 
by  reestablishment  of  bile  flow. 

At  operation,  the  surgeon  is  prepared  to 
evaluate  abnormalities  and  to  correct  abnor- 
malities by  all  available  means.  Gross  ana- 
tomic findings  are  supplemented  by  other 
observations.  Manometric  studies,  radiologic 
technics  and  tissue  examinations  are  avail- 
able at  operation  for  use  in  every  patient 
with  jaundice. 

At  operation  for  obstructive  jaundice,  there 
are  three  major  decisions  which  may  be 
made:21 

I.  Eliminate  the  disease.  For  example,  (a) 
stones  are  removed  from  the  bile  duct;  (b) 
transduodenal  or  transcholedochal  sphinc- 
terotomy may  be  done;  (c)  excision  of  the 
papilla  with  duct  reimplantation  may  be  done; 
( d ) pancreatogastroduodenocholedochectomy 
may  be  done  for  tumor  of  duodenum,  pan- 
creas or  bile  duct;  (e)  a stricture  may  be 
excised  and  the  duct  repaired;  or  (f)  ana- 
tomic defects  are  corrected. 

II.  By-pass  an  irremediable  state  by  duct- 
intestinal  anastomoses.  Palliative  procedures 
are  legion  and  devious.  Improvised  ingenious 
procedures  are  justified  in  order  to  provide 
gastrointestinal  and  general  comfort. 

III.  No  other  procedure  being  feasible 
bile  drainage  is  established  as  an  external 
fistula;  or  nothing  is  done. 

( Continued  on  Page  16) 
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• This  is  the  second  article  in  the  series  of  three, 
discussed  at  a Joint  Surgical  Conference  combining 
the  departments  of  the  Delaware,  Memorial  and 
Wilmington  General  Hospitals.* 


George  L.  Henderson,  M.D. 


A 69  year  old  man  was  admitted  to  the 
hospital  with  a three-day  history  of  abdominal 
pain,  nausea,  and  vomiting.  He  had  suffered 
several  previous  episodes  of  mild  distress  with 
pain  in  the  left  lower  quadrant;  at  one  time 
he  had  been  treated  for  “diverticulitis.”  At 
+he  time  he  was  acutely  ill;  temperature  was 
104  with  pulse  128.  He  was  hypotensive 
72/40,  with  skin  cool  to  touch.  There  was 
evidence  of  dehydration.  There  was  pain, 
tenderness,  and  marked  guarding  in  the  lower 
quadrant;  no  bowel  sounds  were  heard.  Hema- 
tocrit was  47  with  a white  count  of  23,000 
and  a marked  shift  to  the  left.  The  admitting 
diagnosis  was  acute  diverticulitis  with  gram 
negative  septicemia.  He  was  initially  admitted 
to  the  Intensive  Care  Unit. 

This  patient  represents  a type  of  shock 
seen  not  infrequently  in  the  confused,  elderly 
patient  with  a strangled  or  perforated  bowel. 
All  too  frequently  the  course  of  events  is 
predictable.  The  patient  is  given  fluids  or 
blood,  and  when  fluids  have  been  found  in- 
adequate to  maintain  blood  pressure  he  is 
started  on  some  type  vasopressor  in  his  in- 
fusion. The  patient  is  brought  to  surgery 
where  infarcted  bowel  is  resected,  and  re- 
turned to  his  room  where  it  is  found  that  the 
continued  administration  of  vasopressor  is 
necessary  for  the  maintenance  of  his  blood 
pressure.  Over  the  course  of  the  following 


Dr.  Henderson  is  Anesthesiologist,  Wilmington  Genersl  Hospital. 
a:Conference  held  at  the  Memorial  Hospital,  December  14,  1963. 
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few  days  the  patient  requires  increasing 
amounts  of  vasopressor  in  his  infusions,  and 
his  urinary  output  becomes  increasingly 
scanty.  The  BUN  progessively  rises,  the 
patient’s  condition  progressively  deteriorates, 
and  the  patient  eventually  dies  in  uremic 
coma. 

The  dangers  of  prolonged  vasopressor  ad- 
ministration are  fully  understood  by  physi- 
cians today,  since  the  literature  is  full  of  this 
sort  of  information.  The  problem  seems  to 
exist  in  how  to  manage  the  dilemma  of  the 
progressively  decreasing  blood  pressure  in 
the  face  of  overwhelming  toxicity,  when  other 
treatment  appears  to  have  failed.  This  di- 
lemma is  particularly  existent  in  the  patient 
with  toxic  type  of  shock. 

In  recent  years  a new  approach  to  the 
treatment  of  shock  has  been  advocated  where- 
in the  emphasis  on  support  of  blood  pressure 
per  se  is  decreased,  and  emphasis  on  improv- 
ing perfusion  of  tissue  has  increased.  How- 
ever, before  discussing  treatment  I would 
like  to  discuss  the  pathophysiology  of  endo- 
toxic  shock. 

Endotoxic  shock  is  said  to  occur  in  about 
ten  percent  of  patients  with  Bacteremia.  In 
one  series,1  two-thirds  of  the  cases  were  due 
to  gram  negative  baccilli;  sixty  percent  of 
the  patients  were  around  the  age  of  sixty; 
seventy  percent  were  of  genitourinary  tract 
origin,  and  twenty  percent  were  of  Gastro- 
intestinal and  Biliary  tract  origin.  Mortality 
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in  another  series  of  400  cases  reviewed  by 
Weil  and  Spink  was  as  high  as  65%. 

Endotoxins  chemically,  are  phosphorus  con- 
taining polysaccharide-protein-lipid  complexes 
found  in  intact  cells  (bacteria),  and  are  re- 
leased during  autolysis  of  the  bacteria.  The 
reticuloendothelial  system  inactivates  the 
toxin,  but  if  excessive  amounts  are  released 
in  the  blood  stream,  clinical  toxicity  results. 
It  is  believed  that  the  protein  part  of  the 
molecule  produces  the  anaphylactic  reaction, 
and  the  lipid  the  toxicity.  Experimentally,2 
it  has  been  shown  that  endotoxins  cause  the 
release  of  the  following  substances  in  the 
blood:  Histamine,  Seratonin,  Epinepherine 

and  Norepinepherine. 

Histamine  causes  dilatation  of  arterioles 
and  constriction  of  veins. 

Seratonin  causes  constriction  of  the  larger 
arteries  and  dilatation  of  the  smaller  ves- 
sels. 

Norepinepherine  causes  constriction  of  both 
arteries  and  veins. 

The  total  effect  on  the  patient  is  one  of 
inadequate  tissue  perfusion,  or  ischemia,  with 
pooling  of  plasma  which  results  in  hypovol- 
emia. It  is  important  to  note  here,  that,  al- 
though the  mechanism  of  shock  produced  by 
endotoxins  is  somewhat  different  from  that 
in  hemmorrhagic  type  shock,  nevertheless, 
some  degree  of  hypovolemia  results  in  endo- 
toxic shock  from  loss  of  plasma  or  other  types 
of  fluid.  This  loss  may  be  due  to  transudate 
or  exudate  of  peritonitis  or  from  vomiting 
and  diarrhea,  tissue  edema,  or  from  many 
other  sources. 

In  general,  the  initial  response  to  most 
shock  producing  mechanisms  is  vasoconstric- 
tion of  arteries  and  veins  in  an  attempt  to 
conserve  blood  volume  for  vital  organs  such 
as  heart  and  brain.  Initially,  this  response 
is  beneficial.  However,  since  all  organs  and 
tissues  are  involved,  the  kidneys,  liver,  and 
intestines,  as  well  as  the  muscles  begin  to 
suffer  ischemia.  Progressive  pooling  of  plasma 
in  tissues  and  increasing  viscosity  of  blood 
as  a result  of  sluggish  circulation  and  plasma 
loss,  results  in  progressively  diminishing  ven- 


ous return  to  the  heart.  The  vicious  cycle  is 
completed,  when  progressively  decreasing  car- 
diac output  is  added  to  progressively  decreas- 
ing tissue  perfusion. 

When  hypovolemia  is  the  primary  cause  of 
shock,  the  vicious  cycle  may  be  prevented  by 
early  administration  of  the  proper  fluids  and 
whole  blood.  This  removes  the  need  for  the 
body  to  compensate  with  vasoconstriction.  If 
vasoconstriction  persists  however,  for  what- 
ever reason,  the  treatment  becomes  more 
complex.  In  endotoxic  shock  as  noted,  there 
is  not  only  hypovolemia  with  which  to  deal, 
but  also  the  direct  effect  of  toxins  on  circu- 
lation. It  is  for  this  reason  that  removal  of 
the  source  of  infection  or  toxicity  although 
necessary,  may  not  be  enough  to  save  the 
patient’s  life.  Prompt  and  intensive  suppor- 
tive therapy  may  prove  equally  important  to 
survival  in  the  management  of  endotoxic 
shock. 

The  supportive  treatment  of  endotoxic 
shock  involves  the  management  of  the  follow- 
ing pathological  problems: 

1 —  Vasoconstriction 

Various  methods  for  producing  vasodilata- 
tion have  been  advocated.  The  most  preval- 
ent of  which  are  large  doses  of  hydrocortisone 
as  advocated  by  R.  C.  Lillehei;3  administra- 
tion of  Dibenzyline  as  advocated  by  Dr.  Nick- 
erson4 and  administration  of  chlorpromazine, 
as  advocated  originally  by  Dr.  Laborit,  of 
France  and  Dr.  Vincent  Collins,  more  re- 
cently in  the  United  States. 

2 —  Oliguria 

Early  and  repeated  use  of  Mannitol  is  ad- 
vocated by  several.5 

3 —  Increased  blood  viscosity 

Low  molecular  weight  dextran  is  advocated 
to  prevent  sludging  of  blood/1’7  particularly 
in  the  peripheral  circulation.  A great  deal 
of  research  in  this  area  is  being  carried  on 
at  present  and  promises  to  contribute  con- 
siderable information  about  blood  flow  and 
tissue  perfusion.  Such  information  should 
be  of  great  value  in  the  management  of  all 
types  of  shock. 

4 —  Acidosis  and  electrolyte  imbalance 

Acidosis  in  shock  results  from  the  buildup 
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of  lactic  acid  as  a result  of  poor  tissue  per- 
fusion.8 It  can  be  treated  by  the  administra- 
tion of  sodium  bicarbonate  in  proper 
amounts.  Electrolyte  losses  occur  as  a result 
of  vomitting,  diarrhea,  peritonitis,  intestinal 
obstruction,  etc.,  and  are  best  managed  by 
specific  replacement  of  fluids  on  the  basis  of 
laboratory  findings  measured. 

It  can  be  seen  therefore,  that  the  treat- 
ment of  the  patient  with  endotoxic  shock  is 
as  comples  as  the  disease  itself. 

Treatment 

At  the  expense  of  over  simplification  but  at 
the  same  time  for  purposes  of  organization, 
the  following  management  of  the  patient  with 
endotoxic  shock  is  presented  chronologically. 
Thus  treatment  is  divided  into  three  phases: 
first,  immediate  management  within  the  first 
hour  after  admission,  secondly,  intermediate 
management,  within  the  next  few  hours,  and 
thirdly,  the  later  phase,  usually  in  the  post- 
operative period. 

A.  Early  Therapy — First  Hour 

1 — Support  Circulations 

a)  Start  Intravenous  fluids  i.e.,  plasma, 
dextran  or  saline.  The  amount  given  can 
be  determined  by  monitoring  venous 
pressure. 

b)  If  the  pulse  and  blood  pressure  (below 
80  systolic)  are  so  depressed  as  to  en- 
danger life,  or  if  the  circulation  does  not 
improve  after  infusing  one  of  two  liters 
of  volume  expander,  then,  administering 
a small  intravenous  dose  of  a vasopressor 
such  as  Wyamine,  Aramine  or  Neosyn- 
ephrine  may  improve  cardiac  output.  It 
is  to  be  emphasized  that  “vasopressors” 
given  at  this  time  are  intended  to  pro- 
duce a positive  inotropic  effect  on  the 
heart,  and  should  be  given  in  small 
enough  amounts  to  prevent  the  blood 
pressure  from  rising  much  above  100 
systolic.  Under  these  circumstances  the 
peripheral  vasoconstriction  effect  of  the 
drug  may  be  kept  at  a minimum. 

Further  use  of  vasopressor  drugs  beyond 
this  initial  use  is  to  be  discouraged.  Initial 
use  of  a vasodilator,  without  having  some 
idea  of  blood  volume  or  without  first 


expanding  blood  volume  to  near  normal, 
may  well  produce  a precipitous  fall  in 
peripheral  resistance,  B.P.  and  coronary 
blood  flow  with  resultant  cardiac  arrest. 
It  is  important  to  note  here  that  the 
patient  with  “normal”  or  elevated  blood 
pressure  may  be  clinically  and  physio- 
logically just  as  sick  and  in  just  as  severe 
a state  of  shock  as  the  patient  with  low 
Blood  Pressure.  The  ischemia  of  tissue 
is  the  same.  This  “compensation”  pro- 
vides a false  sense  of  security, 

c)  Place  the  patient  in  modified  Trendel- 
enburg position  i.e.,  raise  the  legs  but 
maintain  the  torso  horizontal.  Recent 
evidence  suggests  that  this  position  is 
superior  to  the  previous  method  which 
pools  blood  in  the  chest  and  makes 
breathing  more  difficult. 

2 —  Support  Respiration 

a)  Administration  of  oxygen  by  nasal 
catheter  or  by  mask  as  necessary  will  aid 

' in  increasing  plasma  Oxygen  Tension, 
thereby  aiding  ischemic  tissue. 

b)  Use  of  positive  pressure  ventilation 
may  be  necessary  to  assist  the  patient 
in  profound  shock. 

3 —  Support  Urination 

There  is  increasing  evidence  to  support 
the  early  use  of  Mannitol  intravenously 
in  shock,  especially  if  fluid  administration 
does  not  produce  adequate  urine  output 
as  measured  by  Foley  Catheter.  There 
is  some  evidence  to  spport  the  belief  that 
Mannitol  is  not  only  an  osmotic  diuretic 
in  the  renal  tubules,  but  also  in  some  way 
increases  renal  blood  flow.  If  this  is  so 
it  would  seem  logical  to  use  this  drug 
early  to  prevent  one  of  the  most  dam- 
aging aspects  of  shock  i.e.,  renal  shut 
down  on  the  basis  of  ischemia. 

4 —  Relieve  Pain 

Frequently  the  patient  in  endotoxic 
shock  suffers  the  pain  associated  with 
peritonitis.  Pain  can  increase  the  shock 
picture  and  obscure  the  true  state  of 
the  circulation.  Therefore,  as  soon  as 
circulation  is  improved  as  previously 
suggested,  it  may  be  beneficial  to  ad- 
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minister  small  doses  of  Morphine  or 
Demerol  intravenously.  The  improve- 
ment is  sometimes  remarkable. 

5 — Other  Measures 

Blood  may  be  drawn  for  Electrolytes  and 
pH  and  culture  in  this  early  phase  of 
treatment. 

B.  Intermediate  Phase  (Next  Few  Hours) 

1 —  Bacteremia 

Whether  antibodies  are  given  in  this 
phase  of  treatment  or  sooner  is  debatable, 
but  early  administration  of  large  doses 
in  the  intravenous  drip  is  recommended. 
The  choice  of  antibiotic  depends  upon 
the  suspected  organism  to  some  extent, 
but  Penicillin  in  combination  with  some 
Broad  Spectrum  antibiotic  (Streptomy- 
cin or  Chloromycetin)  has  been  sug- 
gested, pending  culture  of  blood. 

2 —  Circulation 

a)  Plasma  volume. 

Ideally  a measurement  of  plasma  volume 
by  the  RISA  method  may  be  available 
in  this  phase,  particularly  if  the  patient 
is  to  be  operated  upon,  or  if  a vasodilator 
drug  is  to  be  used. 

b)  Viscosity 

Administration  of  low  molecular  weight 
Dextran  aids  in  the  prevention  of  sludg- 
ing of  blood  in  the  peripheral  circulation. 
It  does  so  by  dilution  and  by  coating  red 
blood  cells  to  produce  a negative  charge, 
thereby  preventing  clumping  and  increas- 
ing shear  of  blood  flow. 

c)  Vasodilatation 

If  the  patient  is  to  be  operated  upon  and 
anesthetized,  it  would  seem  that  using 
the  method  suggested  by  R.  C.  Lillehei 
may  be  safest,  i.e.,  large  doses  of  Hydro- 
cortisone. One  or  two  Grams  of  Hydro- 
cortisone is  given  intravenously,  and  im- 
provement is  usually  seen  within  thirty 
minutes. 

Use  of  Dibenzyline  or  Chlorpromazine 
should  probably  be  reserved  for  the  post- 
operative period,  or  at  least  until  it  is 
determined  how  the  patient  tolerates  the 


depressant  effects  of  anesthesia.  Chlor- 
promazine is  milder  in  action  ,and  shorter 
in  duration  than  Dibenzyline,  and  its 
effects  can  be  reversed.  Dibenzyline  pro- 
duces a complete  sympathetic  block  (ex- 
cept in  the  heart),  and  its  effect  lasts 
for  nearly  twenty-four  hours. 

N.B.  It  is  most  important  to  note  here 
that,  while  the  patient  is  under  the  in- 
fluence of  a vasodilator  drug,  he  should 
be  maintained  in  a horizontal,  supine 
position,  and  moved  from  bed  to 
stretcher  or  vice  versa  with  great  cau- 
tion. 

3 —  Acidosis 

The  acidosis  of  shock  can  be  treated  by 
administration  of  sodium  bicarbonate. 
Maintenance  of  blood  pH  within  normal 
limits  is  necessary  to  prevent  failure  of 
heart  and  peripheral  circulation.  This 
type  of  treatment  is  frequently  over- 
looked in  the  management  of  shock. 

4 —  Aldosterone 

Aldosterone  administration  has  been  re- 
cently suggested  as  being  specific  for 
inactivating  the  toxin  of  E.  Coli.9  Work  is 
still  in  the  experimental  stage,  but  may 
prove  useful  in  humans. 

C.  Later  Phase 

The  later  phase  of  treatment  or  postop- 
erative period  involves  continued  support 
of  circulation,  respiration  and  urination. 
Blood  culture  report  may  or  may  not 
indicate  a change  in  antibiotic. 

If  a vasodilator  has  not  yet  been  used, 
and  if  the  patient  continues  to  give  evi- 
dence of  vasoconstriction,  then  it  should 
be  used  in  this  phase. 

Mild  hypothermia10  has  also  been  used 
to  control  toxicity,  and  may  be  of  some 
benefit  in  this  phase. 

Conclusion 

Endotoxic  shock  is  a severe  derangement 
of  the  circulation  with  elements  of  uncoordin- 
ated vasoconstriction  and  vasodilatation  ul- 
timately resulting  in  tissue  ischemia,  and  de- 

( Continued  on  Page  16) 
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TREATMENT  OF  THE  PATIENT 
WITH  ANGINA  PECTORIS 

There  are  three  important  dates  concern- 
ing the  history  of  angina  pectoris.  In  1772 
William  Heberden  gave  the  classic  descrip- 
tion of  this  condition,  a description  so  good 
that  it  remains  accurate  today.  In  1867  Sir 
Lauder  Brunton  described  the  treatment  of 
this  condition  with  amyl  nitrite.  Drugs  in 
fancy  packages  such  as  we  have  today  were 
unknown  then  and  his  treatment,  while  ef- 
fective, was  clumsy,  difficult  to  administer, 
and  therefore  used  infrequently.  In  1879, 
however,  William  Murrell  described  the  use 
of  nitroglycerine.  This  treatment  is  effective, 
inexpensive,  easily  carried  and  administered 
and,  to  date,  remains  the  most  effective  treat- 
ment for  this  condition. 

The  treatment  of  angina,  while  simple  and 
effective,  is  not  always  easy.  Among  the 
drawbacks  to  the  use  of  nitroglycerine  is  the 
fear  of  many  patients  that  they  can  become 
addicted  to  the  drug  or  that  some  dire  con- 
sequences may  result  from  its  use.  This  is  a 
fact  that  we  all  should  keep  in  mind  when 
first  prescribing  the  drug  for  a patient.  Sev- 
eral moments  of  instruction  and  explanation 
at  that  time  might  mean  the  difference  be- 
tween success  and  failure  of  the  treatment 
A less  common  stumbling  block,  but  one 
equally  difficult  when  it  occurs,  is  the  occa- 
sional physician  who  prescribes  the  drug  on 
a set  schedule.  No  one  has  ever  demonstrated 
any  benefit  to  be  gained  from  the  routine 
ingestion  of  this  drug.  To  the  contrary,  it 
is  one  to  be  taken  only  when  needed,  and 
that  means  when  the  patient  actually  is 
having  pain.  One  exception  to  this  is  the 
instance  where  the  drug  may  be  given  prior 
to  some  known  exertion,  such  as  walking  up 


a flight  of  stairs.  In  general,  however,  the 
drug  should  be  given  only  when  needed.  It 
is  good  policy  to  start  with  a small  tablet 
such  as  1/200  grain  and  work  up  to  1/100 
grain.  If  needed,  many  patients  tolerate  15 
to  20  or  more  tablets  daily.  If  large  numbers 
are  taken,  it  is  well  to  look  for  some  precipi- 
tating factor,  the  removal  of  which  might 
result  in  a drastic  reduction  of  the  number 
of  tablets  needed. 

There  are  many  “long  acting”  nitrites  on 
the  market.  Some  of  these  are  fairly  good 
but  most  are  disappointing.  The  one  whose 
use  has  been  most  rewarding  is  erythrol  tetra- 
nitrite,  which,  when  allowed  to  dissolve  in 
the  cheek,  will  frequently  allow  the  patient 
to  reduce  the  number  of  nitroglycerine  tablets 
used  daily 

Heberden  in  1772  noted  that  the  condition 
was  aggravated  by  “disturbance  of  the  mind” 
and  relieved  by  wine,  liquors,  and  opium. 
We  must  do  our  best  to  reassure  these  patients 
as  to  the  favorable  aspects  of  their  condition; 
not  try  to  impress  them  with  our  vast  knowl- 
edge of  the  many  complications  and  possible 
methods  of  demise  that  might  await  them  in 
the  future. 

The  greatest  advance  in  our  therapy  of 
this  condition  since  1879  was  the  introduction 
shortly  after  World  War  II  of  radioactive 
iodine.  Years  ago,  Levine  and  has  associates 
noted  an  improvement  in  angina  in  patients 
who  had  had  their  thyroid  removed.  This 
was  most  noted  if  they  were  hyperthyroid 
but  some  improvement  was  seen  in  the  euthy- 
roid. With  the  advent  of  “medical  thyroid- 
ectomy” the  danger  was  removed  from  the 
treatment  and  it  now  is  an  excellent,  if 
limited,  therapeutic  tool. 


12 


January,  1965 


t^rediclent’d  <~£>acje 


In  October,  1960,  Governor  J.  Caleb  Boggs  invited  the  Community  Serv- 
ices Council  of  Delaware  to  study  the  cost  of  hospital  care  for  people  over 
age  65.  Every  general  hospital  in  Delaware  shared  in  the  5700  patients’ 
records  analyzed.  Presented  to  Governor  Carvel  in  July,  1961,  the  report 
became  the  basis  for  providing  initially  for  health  services  for  those  on  Old 
Age  Assistance,  but  more  recently  for  Medical  Aid  to  the  Aged  which  pro- 
vides for  those  over  age  65  who  can  manage  until  illness  strikes.  In 
addition  to  hospitalization,  M.A.A.  provides  out-patient  services,  appliances, 
dental  care  and  other  necessities  beyond  the  basic  needs  of  food  and  clothing. 
Governors  Boggs  and  Carvel  are  to  be  commended.  In  Delaware,  provision 
to  cover  services  not  requiring  a hospital  bed  is  revolutionary.  It  is  also 
economical. 

Doctors  generally  are  not  aware  of  the  rapid  increase  in  out-patient 
services.  Since  data  is  readily  at  hand  for  the  Wilmington  General,  the 
Memorial,  and  the  Delaware,  combined  figures  from  these  hospitals  are  used 
to  illustrate. 

In  1964  the  three  hospitals  had  62,480  clinic  visits  compared  to  32,191 
in  1950:  an  increase  of  193%.  Clinics  provide  for  those  who  cannot  pay  a 
private  doctor.  Emergency  departments  serve  patients  who  cannot  pay, 
but  also  those  who  can  when  private  doctors  are  not  available.  The  three 
emergency  services  had  77,671  visits  in  1964,  compared  to  26,377  in  1950: 
an  increase  of  294%.  Cost  of  these  services  is  increasing,  too.  The  com- 
bined direct  expense  advanced  from  $139,331  in  1960  to  $380,204  in  1964: 
273%  in  four  years. 

Figures  are  not  available  to  tell  the  full  story.  Salaries  and  other  expenses 
such  as  surgical  supplies  and  drugs  in  the  clinics  and  emergencies  combined 
were  $524,825  in  1964.  X-ray,  laboratory,  anesthesia,  electrocardiograms 
and  other  services  are  not  included:  are  not  even  available. 

At  the  request  of  Governor  J.  Millard  Tawes,  Maryland  has  published 
a thorough  statewide  study  of  hospital  cost.  A committee  appointed  by 
Mayor  Theodore  R.  McKeldin,  recently  presented  a study  of  out-pataent 
services  in  Baltimore  City.  The  two  reports  are  a basis  for  sound  legislation 
to  meet  Maryland’s  present  and  future  needs. 

The  Community  Services  Council  of  Delaware  is  again  being  urged  to 
study  the  total  problem  of  health  care.  The  thought  is  timely.  The  recent 
“Delaware  Medical  School  Feasibility  Study”  indicated  broad  problems 
involving  medical  education  and  the  strengthening  of  medical  care  programs 
particularly  in  rural  areas.  To  quote  the  report,  “Delaware  has  an  excellent 
opportunity  to  create  new  approaches  to  this  nearly  universal  problem.” 
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The  Month 
In  Washington 

The  new  FDA  regulations  now  being  enforced  require  that  prescription 
drug  advertisements  show:  1)  The  “established  name”  of  the  drug  if  one 
exists,  in  type  at  least  half  as  large  as  that  used  for  the  brand  name;  2) 
The  drug’s  quantitative  formula;  3)  A true  and  non-misleading  summary 
of  information  about  adverse  side  effects,  contraindications  and  effective- 
ness of  the  drug  for  the  guidance  of  physicians.  The  FDA’s  Bureau  of 
Medicine  has  also  started  monitoring  professional  advertising  for  prescrip- 
tion drugs.  It  will  forward  violative  advertisements  with  appropriate 
recommendations  to  the  FDA  Bureau  of  Regulatory  Compliance. 

FDA  And  AMA 
Drug  Warning 

The  AMA  and  FDA  have  warned  that  two  fever  and  pain-relieving  drugs 
are  causing  fatal  agranulocytosis.  The  drugs  are  aminopyrine  and 
dipyrone,  closely  related  compounds  dispensed  widely  by  prescription 
for  many  years.  Drastic  label  changes  restricting  the  recommended  uses 
for  the  drugs  was  announced  by  FDA.  The  FDA  ruling  was  based  on 
case  reports  collected  by  AMA  and  on  recommendations  of  a special 
committee  of  medical  experts  in  the  fields  of  hematology,  internal  medi- 
cine, neurology,  pediatrics  and  pharmacology. 

Medicare  Bill 
Changes 

The  new  King-Anderson  bill,  S-l  in  the  Senate  and  HR-1  in  the  House, 
calls  for  bringing  self-employed  physicians  under  social  security  coverage, 
increasing  social  security  cash  benefits  by  seven  per  cent.  In  a benefit 
period,  all  persons  65  years  or  older  would  be  eligible  under  the  health 
care  plan  for  60  days  of  hospitalization  with  the  patient  paying  for  the 
first  day  and  60  days  of  post  hospital  care  in  a nursing  home.  Generally, 
90  days  would  have  to  intervene  between  benefit  periods.  Aged  persons 
also  would  be  eligible  for  up  to  240  days  a year  of  home  health  services, 
such  as  a visiting  nurse,  and  certain  outpatient  diagnostic  services  with 
the  patient  paying  a monthly  deductible.  Nursing  home  benefits  would 
start  January  1,  1967,  and  the  other  benefits  July  1,  1966. 

Social  security  taxes  would  be  increased  by  .3%  next  year,  .38%  in 
1967-68  and  .45%  in  1969  and  following  years  on  employees  and  em- 
ployers for  a separate  fund  to  finance  the  program.  The  tax  base  also 
would  be  increased  to  $5600. 

The  program  would  be  administered  through  social  security  by  the 
secretary  of  HEW.  Hospitals  could  elect  to  be  represented  by  a private 
organization,  such  as  Blue  Cross,  to  negotiate  their  contracts.  The  secre- 
tary would  also  delegate  to  such  organization  the  functions  of  receiving 
payments  from  the  social  security  program.  Payments  would  be  made 
to  hospitals  and  other  providers  of  services  on  a cost  basis.  The  cost  of 
hospital  services  would  be  based  on  semi-private  accommodations  (2,  3, 
or  4 -bed  rooms). 

The  Carlson  Case 

As  a memorial  to  Paul  E.  Carlson,  medical  missionary  who  was  killed  in 
Africa,  the  Los  Angeles  County  Medical  Association  has  announced  the 
formation  of  the  “Physician’s  Aid-Carlson  Fund.”  The  medical  profession 
throughout  the  nation  is  invited  to  send  donations.  These  will  be  used 
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entirely  for  the  benefit  of  the  Carlson  family.  Checks  should  be  made 
out  to  the  Physician’s  Aid-Carlson  Fund,  1234  N.  Vermont,  Los  Angeles 
29,  California. 

Hypothesis  Of 
Energy  Transfer 

An  advanced  theory  of  energy  transfer  in  tumor  formation  has  been 
presented  by  two  Dow  Chemical  researchers.  Experiments  confirmed 
that  small  amounts  of  a substance,  tetracene,  inhibit  temporarily  the 
carcinogenic  activity  of  a coal  tar  derivative.  They  theorized  that  the 
initial  steps  in  tumor  formation  might  involve  an  excited  state  of  the 
hydrocarbon’s  resulting  in  an  interaction  between  it  and  some  substance 
in  animal  tissue.  If  this  reaction  did  occur,  it  was  thought  that  tetracene, 
rather  than  the  animal  tissue,  could  receive  the  energy  from  the  carcino- 
genic agent,  thus  inhibiting  tumor  formation.  If  continuing  experiments 
prove  this  true,  it  will  be  another  contribution  to  the  understanding  of 
cancer  formation. 

Warning  On 
Morning  Glory 
Seeds 

In  the  Dec.  28  issue  of  JAMA,  an  article  by  Albert  L.  Ingram,  Jr.,  M.D. 
— former  member  of  the  Medical  Society  of  Delaware — made  a plea  for 
controlling  the  sale  of  morning  glory  seeds  which,  when  consumed,  can 
produce  a psychic  reaction  similar  to  LSD.  According  to  Dr.  Ingram, 
who  is  with  the  Ritenour  Health  Center,  Pennsylvania  State  University, 
the  ingestion  of  morning  glory  seeds  has  increased  in  the  past  months 
and  at  least  one  suicide  has  resulted.  Dr.  Ingram  urged  that  “controls 
be  contrived  that  would  prohibit  or  limit  the  sale  of  morning  glory  seeds 
until  more  scientific  evidence  is  available.”  The  increased  use  of  the 
seeds  has  been  more  notable  on  the  college  campus  where  a greater  degree 
of  self-experimentation  may  be  found  in  the  young  adult.  The  tightening 
of  controls  on  the  experimental  use  of  LSD  may  also  account  for  this 
situation. 

Persona! 

Glimpses 

Dietrich  Kroll,  M.D.,  Wilmington,  has  been  elected  Junior  Fellow  by  the 
American  College  of  Obstetricians  and  Gynecologists  ...  A.  Henry 
Clagett,  Jr.,  M.D.,  will  address  the  North  Brandywine  Kiwanis  Club  on 
February  15th,  on  Heart  Attacks  . . . Member  physicians  scheduled  to 
participate  in  the  radio  program,  “Doctor’s  House  Call,”  sponsored  by 
the  Medical  Society  of  Delaware  with  WDEL  every  Tuesday  at  11:05 
a.m.  are:  David  A.  Levitsky,  M.D.,  January  5;  C.  A.  D’Alonzo,  M.D., 
January  12;  Andrew  M.  Gehret,  M.D.,  January  19;  John  J.  Egan,  M.D., 
January  26  . . . 

Clinical 

Traineeships 

One  of  the  newest  programs  in  the  PHS  is  the  Mental  Retardation 
Branch,  Division  of  Chronic  Diseases.  Their  professional  training  pro- 
gram is  designed  to  provide  opportunity  for  qualified  physicians  to  obtain 
additional  training  in  the  field  of  mental  retardation,  with  major  emphasis 
on  the  clinical  management  of  mentally  retarded  patients  and  in  associ- 
ated areas,  i.e.:  neurology,  psychology,  psychiatry,  audiology  and  speech 
pathology  and  genetics.  Support  for  basic  residency  training  is  not  avail- 
able under  this  program.  Stipends  of  $6,000  to  $10,000  per  year  plus 
a $500  allowance  for  each  dependent  are  available.  Interested  applicants 
may  write  to:  Senior  Clinical  Traineeships,  Mental  Retardation  Branch, 
Division  of  Chronic  Diseases,  Washington,  D.C.  20201. 
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Cleft  Lip  And  Research  on  the  way  people  adapt  pysiologically  to  birth  defects  will  be 

Palate  Grant  undertaken  at  the  Cleft  Lip  and  Palate  Institute  of  Northwestern  Uni- 

versity, under  a PHS  grant  of  $170,000.  The  major  interest  of  the 
proposed  research  is  establishing  a normal  range  of  function  in  cleft  palate 
patients  and  exploring  the  causes  of  all  clefts.  The  investigators  will 
attempt  to  establish  criteria  for  surgical  and  prosthetic  management 
through  electromyographic  studies. 


Venereal  Disease  With  about  30  of  the  largest  U.S.  cities  experiencing  syphilis  epidemics, 

Upsurgence  health  authorities  are  expressing  more  and  more  concern,  pointing  to 

sharp  increases  of  this  disease  among  teen-agers.  Some  say  a general 
decline  in  the  morals  of  the  nation’s  youth  is  a major  factor;  other 
reasons  include:  1)  Steadily  increasing  urbanization  of  the  population — 
the  movement  to  the  big  cities,  where  venereal  disease  rates  have  always 
run  highest.  2)  Increased  mobility  of  the  population,  such  as  in  migrant 
labor  groups,  the  use  of  the  airplane  and  automobile,  permitting  the 
disease  to  spread  much  faster.  3)  False  feelings  of  security  through  the 
introduction  of  the  “wonder  drugs.”  Experts  say  the  upsurge  in  both 
syphilis  and  gonorrhea  “is  not  confined  to  any  race,  sex,  socio-economic 
group,  or  geographic  area”  but  has  occurred  throughout  the  nation. 


LIVER,  BILE  AND  JAUNDICE 

( Continued  from  Page  7) 

Individualization  in  management  of  biliary 
tract  disease  is  most  important.  There  is  a 
point  beyond  which  surgical  intervention  for 
obstructive  jaundice  cannot  be  successful  for 
the  patient,  because  of  the  irremediable 
character  of  the  disease,  whether  it  be  the 
seriousness  of  infection,  the  magnitude  of 
malignancy  or  the  insufficiency  of  the  liver. 

Summary 

Approach  to  obstructive  jaundice  is  influ- 
enced by  the  need  to  assure  normal  bile  flow 


THE  MANAGEMENT  OF  ENDOTOXIC  SHOCK 

( Continued  from  Page  11) 
creased  venous  return  to  the  heart.  Mortality 
rates  have  been  high. 

Management  includes  surgical  removal  of 
the  toxic  source  when  possible,  administration 
of  large  doses  of  antibiotics  intravenously, 
and,  when  shock  is  severe,  energetic  suppor- 


as a method  for  restoring  normal  hepatic 
function.  Use  of  the  four  dimensional  ap- 
proach in  diagnosis  of  obstructive  jaundice 
includes  clinical,  chemical,  cytologic  and  tem- 
poral aspects. 

Surgical  intervention  in  obstructive  jaun- 
dice should  not  be  delayed  too  long.  The 
surgeon  can  remove  and  reconstruct  or  merely 
palliate  and  drain. 

Although  the  course  of  obstructive  jaun- 
dice follows  a pattern,  many  deviations  are 
possible  and  attention  to  specific  problems  is 
required  in  each  individual  patient. 

References  will  be  supplied  by  the  Journal  on  request. 


tive  therapy. 

In  many  instances  supportive  therapy  be- 
comes paramount  in  management.  Expand- 
ing the  blood  volume  to  normal,  decreasing 
blood  viscosity,  Mannitol  diuresis,  combatting 
acidosis  and  producing  vasodilatation  all  have 
a place  in  the  management  of  shock,  and 
should  contribute  to  better  survival  rates. 
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PROFILE  OF  NEW  CASTLE 
COUNTY  AUXILIARY  PRESIDENT 


Mrs.  A.  J.  Morris  has  assumed  the  helm 
of  an  organization  she  so  richly  deserves  to 
direct.  Long  an  active  member  of  the  Auxil- 
iary, Emily’s  vivacity,  warmth  and  knowledge 
of  the  needs  of  this  group  make  her  more 
than  qualified,  and  a tremendous  asset  to 
our  ranks. 

Born  in  Minneapolis,  Minnesota,  Emily 
spent  her  childhood  years  in  Bryn  Mawr,  Pa., 
where  her  father  was  chairman  of  the  Eng- 
lish Department  of  the  Bryn  Mawr  Graduate 
School.  Emily  graduated  from  Smith  Col- 
lege in  1940.  That  same  month,  she  met 
Tony,  who  was  a fraternity  brother  of  Emily’s 
brother  at  Bowdoin  College,  Maine. 

Upon  graduation  from  college,  Emily  be- 
came an  editorial  assistant  with  the  Pub- 
lisher’s Weekly  in  New  York  City.  Tony  and 
Emily  were  married  in  1941,  while  he  was  a 
first  year  Medical  Student  at  New  York 
University.  The  next  eight  years  brought 
five  babies,  born  in  four  different  states.  After 
an  internship  at  Lawrence  and  Memorial  Hos- 
pital in  New  London,  Connecticut,  Tony 
served  as  a Captain  in  the  Army  Medical 
Corps.  The  expanding  family  followed  and, 
in  true  Army  style,  lived  in  barracks,  trailers 
and  summer  cottages. 

In  1947,  the  Morrises  came  to  Wilmington 
where  Tony  chose  to  pursue  a residency  in 
Internal  Medicine.  With  their  decision  to 
remain  permanently  in  Wilmington,  Tony 
opened  his  offices  in  1949  for  the  practice  of 
Internal  Medicine,  becoming  a certified  in- 
ternist in  1953.  He  is  presently  serving  in 


the  capacity  of  president  of  the  Delaware 
Academy  of  Medicine. 

Emily  has  been  actively  interested  in  the 
Woman’s  Auxiliary  since  joining  in  1950,  and 
has  held  many  offices.  1962  found  her  Chair- 
man of  the  Health  Fair  for  the  State,  and  a 
gargantuan  task  this  was.  Just  to  mention 
a few  other  undertakings,  Emily  is  a past 
president  of  the  Smith  College  Club  of  Dela- 
ware, past  State  Publicity  Chairman  of  the 
National  Congress  of  Parents  and  Teachers, 
and  active  in  local  PTA’s,  not  to  mention  her 
church  activities,  and  her  job  on  the  Board 
of  the  Woman’s  Alliance  of  the  First  Uni- 
tarian Church. 

In  spite  of  all  of  Emily’s  varied  interests 
and  activities,  she  has  always  put  her  family 
first,  and  to  quote  Emily,  “enjoyed  doing  my 
‘homework’.”  At  present  the  children  are 
matriculating  in  various  schools  in  four  dif- 
ferent states.  David,  the  eldest  son,  is  study- 
ing for  his  M.A.  degree  in  English  at  the 
University  of  Minnesota,  Christopher  is  a 
junior  at  Swarthmore  College,  Michael  is  a 
freshman  at  Bowdoin  College,  Betsy  is  a 
senior  and  Jesse  a freshman  at  Mt.  Pleasant 
High  School. 

Life  is  very  full  and  rich  for  Emily  and 
Tony.  Determined  to  enjoy  life  to  its  fullest, 
they  undertook  a fabulous  first  trip  to  Europe 
with  all  of  their  children  in  1962.  The  mem- 
ories of  this  will  continue  to  glow  in  their 
hearts  for  many  years  to  come. 
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PROCEEDINGS  OF  THE 
HOUSE  OF  DELEGATES 

Part  II 


THE  SUBCOMMITTEE  ON  PROFESSIONAL 
INCORPORATION— MEDICAL  ECONOMICS 
COMMITTEE 

The  Internal  Revenue  Service  has  issued  regula- 
tions and  a ruling  concerning  the  incorporation  of 
physicians.  The  regulations  are  unfavorable  toward 
such  incorporation  and,  therefore,  this  subcommit- 
tee has  been  inactive.  We  have  protested  the  reg- 
ulations, but  because  of  the  nature  of  the  ruling 
there  is  nothing  else  that  we  can  do  at  this  time. 
We  will  keep  you  informed  of  any  change  in  this 
status. 

Respectfully  submitted, 

Robert  M.  Marine,  M.D.,  Chairman. 

The  report  was  accepted. 

COMMITTEE  ON  SCHOLARSHIPS 

For  the  first  time  since  a scholarship  was  offered 
by  the  Medical  Society  of  Delaware,  the  Com- 
mittee failed  to  find  a suitable  candidate.  There 
were  only  a handful  of  individuals  interested  enough 
to  submit  applications,  and  these  either  had  no 
demonstrable  need  or  were  poor  students.  Accord- 
ingly the  Committee  recommends  that  the  money 
available  be  carried  over  until  next  year  in  the 
hope  that  we  can  award  two  scholarships  at  that 
time.  All  of  the  previously  granted  scholarships 
were  renewed  to  those  individuals  who  submitted 
proof  of  their  continued  progress  in  medical  school. 

Respectfully  submitted, 

Leonard  P.  Lang,  M.D.,  Chairman. 

The  report  was  accepted. 

THE  COMMITTEE  ON  A MEDICAL  SCHOOL 

Dr.  Penrod's  report  states  that  a medical  school 
will  be  feasible  in  Delaware  in  10-15  years.  He 
has  stated  to  our  Committee  that,  “A  medical  school 
is  feasible  when  acceptable  financing  is  available.” 
Our  efforts  now  should  be  directed  toward  solving 
financial  problems,  now  that  we  have  other  basic 
information  collected. 

Federal  funds,  Foundations  and  private  donors 
are  all  ready  to  help  further  medical  education.  If 
we  unite  in  our  efforts  we  can  eliminate  the  several 
obstructions  currently  in  our  way.  If  financing  can 
be  arranged  there  seems  no  valid  reason  for  delay. 

We  should  find  out  just  what  is  available  to  build 
and  operate  a medical  school  in  Delaware.  Our 
Committee  has  been  assured  that  Government  and 
other  funds  will  be  forthcoming  when  we  are  ready. 
Our  Medical  Society  of  Delaware  and  the  Dela- 
ware Academy  of  Medicine  have  a unique  opportu- 
nity to  continue  to  demonstrate  that  we  are  doing 


our  utmost  to  provide  the  best  medical  care  pos- 
sible. 

To  Dr.  Penrod’s  group,  to  the  public-spirited 
citizen  who  helped  to  make  the  survey  possible, 
to  the  Academy  of  Medicine  and  University  of  Dela- 
ware, the  Medical  Society  of  Delaware’s  Committee 
for  Medical  School  offers  its  appreciation. 

Respectfully  submitted, 

James  E.  Marvil,  M.D.,  Chairman. 

The  report  was  accepted. 

THE  COMMITTEE  ON  PUBLIC  RELATIONS 
AND  MEDICAL  SERVICES 

The  committee  which  was  made  up  of  Alfred 
E.  Bacon,  M.D.,  John  W.  Alden,  M.D.,  and  the  Chair- 
man, have  attempted  to  make  up  for  the  small  size 
and  the  lack  of  representation  from  Sussex  and 
Kent  counties  by  our  ability  to  have  more  frequent, 
albeit  informal,  meetings.  The  committee  has  been 
involved  in  the  following  activities  in  the  last  year: 

1.  The  committee  initiated  the  participation  of 
the  Medical  Society  in  the  live  Sabin  vaccine  cam- 
paign of  the  autumn  and  winter  of  ’63-’64.  The 
committee  supervised  newspaper  coverage:  and  ra- 
dio and  TV  appearances  were  made  by  several 
members  of  the  society. 

2.  The  committee  took  part  in  discussions  con- 
cerning the  plan  B coverage  of  the  Group  Hospital 
Services,  Inc.,  insurance  and  a letter  to  the  member- 
ship concerning  the  desirability  of  maintaining  nor- 
mal fee  services  for  patients  with  plan  B coverage 
was  sent  out  over  the  signature  of  the  committee 
chairman. 

3.  The  medical  column  for  the  downstate  news- 
papers was  at  long  last  initiated  and  has  been  con- 
tinued. Fourteen  weekly  newspapers  in  the  down- 
state  area  are  printing  with  varying  degrees  of  reg- 
ularity a column  prepared  under  the  guidance  of 
the  committee  by  Mrs.  Berger  of  the  society.  The 
column  is  entitled  “Memo  From  Your  Doctor. 

4.  At  the  request  of  the  hospitals  of  the  com- 
munity in  observance  of  National  Hospital  Week, 
a television  program  was  organized  and  produced 
over  Channel  12  of  the  National  Educational  Tele- 
vision TV  Network.  Dr.  Leslie  Whitney  and  the 
Chairman  of  the  committee  appeared  on  that  pro- 
gram. At  the  same  time,  groundwork  was  laid  with 
the  management  of  Channel  12  for  the  initiation  of 
a regular  program  by  the  society  sometime  in  the 
future. 

5.  The  society  committee  participated  in  the 
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Charles  E.  Wagner,  M.D.,  was  the  1964  recipient  of  the 
Distinguished  Service  Award  given  by  the  Medical  Society  in 
recognition  of  his  devoted  service  to  patients  and  the  medical 
profession. 

Dr.  Wagner,  born  in  Lockhaven,  Pa.,  in  1893,  received  his 
Ph.D.,  from  Dickinson  College  in  1914  and  his  medical 
degree  from  Johns  Hopkins  in  1918.  He  came  to  Wilmington 
in  1922  and  started  practice  in  pediatrics. 

Dr.  Wagner  is  a past  president  of  the  New  Castle  County 
Medical  Society,  the  Delaware  Academy  of  Medicine  and 
the  Medical  Society  of  Delaware. 


TAPS  program  which  is  designed  to  interest  teen- 
agers in  careers  in  medicine  and  allied  fields.  Sev- 
eral members  of  the  society  volunteered  their  serv- 
ices to  appear  at  local  high  schools  to  take  part  in 
this  program. 

6.  There  were  several  meetings  by  members  of 
this  committee  with  members  of  the  local  press 
and  with  members  of  the  Public  Relations  Com- 
mittee of  the  New  Castle  County  Medical  Society. 
These  meetings  were  by  and  large  arranged  for  the 
purpose  of  increasing  our  understanding  of  the 
problems  of  the  newspaper  and,  likewise,  of  in- 
creasing the  newspaper’s  understanding  of  our 
problems. 

7.  An  effort  has  been  made  to  initiate  a program 
of  future  physician  clubs  in  local  high  schools.  The 
first  effort  is  being  made  at  the  Brandywine  High 
School  in  New  Castle  County. 

Respectfully  submitted, 

Allston  J.  Morris,  M.D.,  Chairman. 

The  report  was  accepted. 

THE  COMMITTEE  ON  MEDICARE 
ADJUDICATION 

The  Committee  on  Medicare  Adjudication  has 
been  presented  with  four  cases  during  the  year 
1963-64,  and  has  disposed  of  each  of  them. 

The  first  case  involved  extensive  suturing  of  se- 
vere lacerations  to  a forearm,  with  considerable 
tendon  repair.  The  work  was  done  by  a general 
surgeon  in  New  Castle  County.  Consideration  by 
this  Committee  was  necessitated  by  the  Surgeon’s 
claim  that  the  time  and  skill  required  warranted 
compensation  beyond  the  Medicare  schedule  of  al- 
lowances. The  Committee  reviewed  the  operative 
reports,  found  itself  in  agreement  with  the  surgeon, 
and  recommended  a fee  higher  than  that  in  the 
schedule  of  allowances. 


The  second  case  involved  a pediatrician  from 
New  Castle  County,  who  requested  compensation 
for  routine  neonatal  care  above  the  schedule  of 
allowances.  The  pediatrician  was  unable,  on  re- 
quest, to  provide  any  evidence  that  time  and  skill 
were  required  beyond  that  usual  for  neonatal  care. 
Accordingly,  the  Committee  had  no  choice  but  to 
recommend  that  no  fee  higher  than  scheduled  in 
the  contract  be  paid. 

The  third  claim  involved  a decision  on  the  fair- 
ness of  a fee  charged  by  a Sussex  County  general 
surgeon  for  repair  of  extensive  facial  lacerations, 
the  description  of  which  did  not  readily  conform 
with  any  scheduled  allowance.  The  Committee  again 
reviewed  the  operative  report,  and  came  to  the  con- 
clusion that  the  fee  requested  by  the  surgeon  was 
fair,  and  recommended  that  it  be  paid  by  the  Gov- 
ernment. 

Finally,  the  Committee  was  called  upon  to  re- 
view the  fee  charged  by  a Wilmington  ophthalmol- 
ogist for  surgery  which  was  listed  in  the  schedule  of 
allowances  as  a negotiable  fee.  Again,  the  Com- 
mittee reviewed  the  operative  reports,  concluded 
that  the  opthalomoloigist’s  fee  was  fair,  and  rec- 
ommended that  the  Government  pay  it. 

The  Committee  continues  to  believe  that  the 
Government  accepts  its  decisions  in  good  faith.  So 
far  as  is  known,  the  Office  for  Dependents  Medical 
Care  has  consistently  paid  the  fee  we  have  recom- 
mended. 

Respectfully  submitted, 

Leslie  M.  Dobson,  M.D.,  Chairman. 

The  report  was  accepted. 

THE  COMMITTEE  ON  MEDICO-LEGAL 
AFFAIRS 

The  Committee  on  Medico-Legal  Affairs  has  con- 
tinued to  operate  largely  through  the  Medical  Mal- 


January,  1965 


19 


Delaware  Medical  Journal 


practice  Screening  Panel. 

During  the  past  year,  more  than  five  complaints 
have  been  heard,  and  each  of  these  has  been  set- 
tled in  a manner  satisfactory  to  all  concerned,  and 
no  complaint  against  a member  of  our  Society  has 
actually  come  to  open  trial. 

It  is  the  general  plan  of  the  Committee  to  con- 
tinue in  this  manner. 

Respectfully  submitted, 

James  T.  Metzger,  M.D.,  Chairman. 

The  report  was  accepted. 

THE  PREPAYMENT  COMMITTEE 

The  Prepayment  Committee  of  the  Medical  So- 
ciety of  Delaware  continues  to  be  concerned  with 
the  problem  of  insuring  medical  expense.  We  have 
dealt  particularly  with  the  problems  of  (A)  Se- 
curing an  adequate  voice  for  physicians  in  policies 
of  Blue  Shield,  which  represents  itself  to  the  pub- 
lic— as  a corollary  of  medical  society  approval — as 
“the  doctors’  plan”;  (B)  the  impact  of  labor-manage- 
ment negotiations  upon  health  insurance,  including 
an  understanding  of  the  economic  factors  involved, 
and  (C)  the  demand  for  full  prepayment  of  basic 
medical  services,  or  “service  contracts.”  While 
there  is  some  question  as  to  how  widespread  such 
demand  really  is,  there  can  be  no  real  doubt  that 
there  is  enough  to  require  serious  consideration  by 
the  medical  profession. 

The  year  has  shown  real  progress  in  Medical 
Society-Blue  Shield  relationships.  Most  significant- 
ly, it  has  seen  the  expansion  of  the  Blue  Shield 
Executive  Committee  to  include,  permanently,  a 
representative  of  the  Society.  This  has  been  a 
source  of  discount  to  the  Committee  for  some 
time,  since  we  believe  that  the  Executive  Commit- 
tee wields  enormous  influence  in  policy  decisions, 
and  that  representation  on  the  Board  loses  a great 
deal  of  value  in  the  absence  of  direct  participation  at 
Executive  Committee  level.  It  should  not  go  un- 
acknowledged that  Blue  Shield  moved  promptly  to 
comply  with  the  Society’s  request  for  the  necessary 
By-Law  change. 

Other  steps  have  been  taken  to  strengthen  the 
Society’s  position  at  Blue  Shield.  A formal  chair- 
man of  the  Medical  Trustees  has  been  appointed 
by  the  Council  at  the  request  of  this  Committee, 
and  alternate  Trustees  have  been  designated  to 
provide  better  continuity  and  more  informed  rep- 
resentation when  regular  Trustees  are  unable  to 
attend. 

Another  Blue  Shield  development  to  be  noted 
is  conversion  of  the  Plan  A schedule  to  a modified 
version  of  the  National  Association  of  Blue  Shield 
Plans!  Professional  Services  Index.  The  Commit- 
tee was  asked  for  its  thoughts  on  this  conversion, 


and  approved  the  principle  while  noting  that  the 
effect  would  not  be  felt  equally,  since  Plan  A and 
PSI  differed  markedly  in  their  adequacy  in  some 
specialties.  The  modification  has  adapted  and  gen- 
erally recognized  this  point,  although  the  Commit- 
tee neither  approved  or  disapproved  the  specifics 
of  the  modification. 

This  year  has  also  seen  the  institution  of  an 
optional  higher  level  Blue  Shield  schedule  known  as 
Plan  B.  The  Committee  has  several  times  express^ 
ed  to  Blue  Shield  its  opinion  that  such  a schedule 
would  be  favorably  received  by  patients  in  Dela- 
ware, a view  that  has  been  confirmed  by  the  ac- 
ceptance of  Plan  B,  by  approximately  60%  of  Blue 
Shield  subscribers  in  the  first  six  months  of  its 
existence.  We  claim  neither  credit  for  its  being 
written  nor  responsibility  for  its  deficiencies,  but 
we  feel  that  it  has  been  a progressive  step,  and  one 
which  vindicates  our  stated  belief  that  Delaware 
wanted  and  needed  an  indemnity  program  which 
more  realistically  covered  the  cost  of  medical  care. 

Shortly  after  Plan  B was  offered,  the  Commit- 
tee was  informed  that  at  least  one  union  manage- 
ment committee  was  questioning  its  value  in  re- 
ducing the  amount  to  be  paid  by  the  patient  over 
the  Blue  Shield  schedule.  It  is  obvious  that  if  a 
physician  continues  to  make  the  same  charge  over 
a Plan  B payment  as  over  a Plan  A payment  noth- 
ing has  been  accomplished  for  the  patient  but  to 
raise  his  cost  of  care.  The  Committee  felt  it  im- 
portant to  make  this  point  to  all  physicians,  and  so 
recommended  to  the  Council.  The  Council  con- 
curred, and  so  informed  all  members  of  the  Soci- 
ety by  letter.  This  action  was  made  known  to  the 
union,  the  management,  and  the  public,  so  that  the 
position  of  the  Society  might  be  widely  understood. 
We  believe  that  most  physicians  wish  their  patients 
to  be  able  to  prepay  a substantial  proportion  of  a 
reasonable  fee.  We  believe,  further,  that  this  can- 
not happen  unless  organized  medicine  cooperates 
with  attempts  to  upgrade  the  quality  of  indemnity 
coverage. 

Two  years  ago,  this  House  of  Delegates  author- 
ized the  Council  to  negotiate  participation  in  the 
65-National  program,  a joint  proposal  of  the  Na- 
tional Association  of  Blue  Shield  Plans  and  of  the 
AMA,  to  offer,  nation-wide,  service  coverage  to  peo- 
ple over  65  whose  incomes  were  $2500  or  less  if  an 
individual,  $4000  or  less  if  a couple.  The  actual 
negotiation  has  been  delegated  to  the  Prepayment 
Committee,  which  has  spent  a very  considerable 
amount  of  time  on  this  problem.  While  many  points 
have  required  negotiation,  the  single  most  difficult 
has  been  the  problem  of  securing  for  the  medical 
profession  adequate  control  over  the  scope  and 
level  and  professional  fees  in  a service  contract 
without  simultaneously  controlling  Blue  Cross — the 
Hospital  Plan — which  the  Society  neither  should 
nor  wishes  to  control.  This  has  been  complicated 
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by  Delaware’s  having  a single  Blue  Cross-Blue 
Shield  Board  and  Management,  which  is  more  the 
exception  than  the  rule  in  service  areas. 

This  was  ultimately  resolved  by  an  amendment 
to  the  Blue  Shield  By-Laws  which  provides  that  for 
any  service  contract  written  in  Delaware,  no  change 
can  be  made  in  the  scope  of  benefits,  the  level  of 
fees,  nor  the  effective  income  level  without  th  ap- 
proval of  a committe  of  the  Medical  Society  dele- 
gated to  approve  such  changes.  In  the  opinion  of 
the  Society’s  counsel,  the  physician’s  ultimate  de- 
fense against  unwarranted  changes  in  these  areas 
is  his  right  to  cancel  his  contract.  However  he  feels, 
and  the  Committee  concurs,  that  this  By-Law 
change  constitutes  an  adequate  mechanism  for 
working  in  the  service  area,  while  retaining  the 
necessary  controls  for  the  medical  profession. 

This  agreement  made  possible  the  resolution  by 
compromise  of  other  points.  Lest  this  sound  overly 
simple,  the  final  principles  have  involved  direct 
negotiation  and  discussion  between  this  committee 
and  the  National  Association  of  Blue  Shield  Plans, 
the  American  Medical  Association,  the  United  Auto 
Workers,  General  Motors,  and  the  ultmate  loss  by 
Blue  Shield  to  Metropolitan  Life  Insurance  Com- 
pany of  the  General  Motors — United  Auto  Work- 
ers business  that  precipitated  Blue  Shield’s  first 
unilateral  and  unsuccessful  attempt  at  writing  a 
service  contract.  However,  your  Committee  feels 
that  enough  obstacles  have  been  overcome  to  per- 
mit the  writing  of  65-National  as  Delaware’s  first 
service  contract. 

Whether  the  service  principle  can  be  extended 
is  less  clear,  but  there  is  no  doubt  that  pressures  for 
it  will  continue.  In  July,  Mr.  Gene  Derrickson, 
a Trustee  of  Blue  Cross-Blue  Shield  representing 
the  Delaware  State  Labor  Council  met  with  the 
Committee  to  inform  us  of  the  creation  of  a Board 
level  committee  to  explore  the  possibilities  of  ex- 
panding Blue  Shield  coverage  to  include  service 
contracts.  Mr.  Derrickson  is  an  able  labor  executive 
who  has  several  times  cooperated  with  the  Medical 
Society  toward  goals  upon  which  labor  and  medicine 
would  concur.  He  enjoys  the  respect  of  a number 
of  physicians  who  have  worked  with  him  in  this, 
and  it  would  be  germane  to  state  his  views. 

Mr.  Derrickson  stated  that  union  management 
negotiation  for  service  contracts  has  become  com- 
mon, and  will,  in  his  opinion,  increase,  since  the 
negotated  fringe  benefit  has  an  inherent  attractive- 
ness both  to  labor  and  the  employer.  This  lies  in 
the  constant  cost  of  a fringe  benefit.  A figure  ne- 
gotiated as  a wage  increase  is  not  a constant  cost 
nor  is  it  a constant  benefit.  At  over-time  rates,  it 
becomes  150%  of  its  base  figure,  ad  after  the  em- 
ployee pays  taxes  upon  it,  it  becomes  something 
substantially  under  100%  of  its  base  amount.  In 
contrast,  a negotiated  fringe  benefit  in  the  form 
of  a welfare  contract  is  much  more  constant  a cost 


to  the  employer,  and  an  absolute  benefit  to  the 
employee,  in  the  sense  that  it  is  tax  free. 

Mr.  Derrickson  said  that  he  does  not  think  it 
particularly  germane  to  discuss  whether  or  not 
service  benefits  are  the  best  possible  expenditure 
of  the  health  insurance  dollar.  He  recognized,  with 
the  members  of  the  Committee,  that  this  is  not 
necessarily  the  case,  but  that  neither  physicians 
nor  labor  executives  can  be  considered  typical 
consumers  of  health  care  insurance.  There  is  ab- 
solutely no  doubt  in  his  mind,  he  said,  that  the 
typical  consumer  wishes1  paid-in-full  benefits,  and 
that  the  demand  for  these  will  increase.  Finally, 
he  said  that  he  considered  the  community  rating 
concept  of  Blue  Shield  a genuine  social  service  to 
the  community,  and  that  he  felt  it  to  be  in  the 
interest  of  all  concerned,  including  the  suppliers 
of  health  services,  to  see  that  this  concept  sur- 
vives. He  felt  that  the  survival  would  be  in  jeop- 
ardy if  Blue  Shield  remained  unable  to  write 
service  contracts. 

Although  this  is  an  opinion,  it  is  an  informed 
opinion,  and  one  which  illustrates  the  importance 
of  the  Socety’s  giving  continuing  attention  to  the 
problems  of  service  contract  care.  While  there  is 
no  guarantee  that  this  Committee  will  ever  find 
itself  able  to  recommend  community-wide  service 
contracts,  it  seems  extremely  important  that  this 
possibility  be  given  every  fair  eonsideraton,  and 
in  the  best  possible  faith. 

There  are  two  basic  approaches  that  could  be 
used  for  service  contracts.  One  would  be  operation 
through  Blue  Shield,  perhaps  with  some  refine- 
ment of  the  65-National  mechanism.  Another  pos- 
sibility, so  far  not  widely  explored  on  the  East 
coast,  is  the  Foundation  for  Medical  Care  Concept, 
in  which  the  physicians  themselves  delineate  scope 
of  benefits,  level  of  fees,  and  other  conditions  for 
service,  throwing  the  underwriting  of  contracts 
open  to  free  competition  among  insurance  com- 
panies which  agree  to  comply  with  the  profession’s 
standards.  The  Committee  is  presently  beginning 
a study  of  the  Foundation  for  Medical  Care  Con- 
cept, and  will  be  in  a position  to  report  further  on 
its  advantages  and  disadvantages  at  a later  time. 

Respectfully  submitted, 

Lemuel  C.  McGee,  Chairman 

The  report  was  accepted. 

THE  POLIO  CAMPAIGN  PROJECT 

Approximately  209,000  doses  of  Sabin  Oral  Polio 
Vaccine  were  given  during  the  polio  campaign, 
sponsored  by  the  Medical  Society  of  Delaware.  As 
many  as  50  clinics!  were  operated  throughout  the 
state  on  each  of  four  Sundays  and  were  staffed 
by  physicians,  pharmacists,  public  health  nurses, 
nurses  from  the  American  Red  Cross  Nursing 
Service,  members  of  the  Woman’s  Auxiliary  to  the 
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Medical  Society  of  Delaware  and  volunteers  from 
the  National  Foundation.  The  campaign  was  fi- 
nanced by  a request  for  contributions  of  25c  and 
a grand  total  of  $49,355.56  was  obtained.  This  in- 
cluded $3,570  paid  by  the  State  Board  of  Health 
for  vaccine  which  it  purchased  from  the  Medical 
Society.  The  total  expenses  for  vaccine  and  sup- 
plies were  $20,556.60:  for  services,  $4,341.79;  for 
media,  $4,647.83,  including  paid  advertising;  for 
a total  of  $29,546.22.  A surplus  of  $19,809.34  re- 
mained. 

The  Council  voted  to  distribute  this  money  as 
follows: 

• A grant  of  $15,000  to  the  Child  Diagnostic  and 
Development  Center  of  Delaware,  Inc. 

• A sonolater  and  a paraffin  bath  to  the  Delaware 
Curative  Workshop,  given  in  the  names  of  the 
Delaware  Chapters  of  the  National  Foundation  and 
the  Delaware  Chapter  of  the  American  Red  Cross. 

• A grant  of  $1,000  each  to  the  Scrolarship  pro- 
grams of  the  Delaware  Pharmaceutical  Society, 
Inc.,  the  Woman’s  Auxiliary  to  the  Medical  Society, 
and  the  Medical  Society’s  own  scholarship  pro- 
gram. 

Respectfully  submitted, 

Henry  H.  Stroud,  Chairman 

The  report  was  accepted. 

THE  SCHOOL  HEALTH  PROGRAM 

In  the  past  year,  we  have  worked  with  The  Del- 
aware State  Board  of  Education  on  the  problem 
of  teacher  accreditation.  A Physical  Examination 
form  has  been  developed  and  approved  by  The 
School  Health  Committee  of  the  Delaware  State 
Medical  Society.  It  is  now  in  final  form  after  con- 
sultation with  The  Delaware  State  Board  of  Educa- 
tion Committee  on  Teacher  Accreditation.  It  is 
presumed  when  this  from  gets  into  service  we  will 
need  the  cooperation  of  the  physicians  of  the  state 
to  screen  new  teachers  before  accreditation.  In 
line  with  the  suggestion  of  The  Council  of  The 
Medical  Society  of  Delaware  that  a physician’s  ex- 
amination is  no  substitute  for  psychological  screen- 
ing, the  Delaware  State  Board  of  Education  has 
consulted  Dr.  J.  F.  Jastak  and  he  has  suggested  a 
research  project  for  psychological  screening.  The 
Delaware  State  Board  of  Education  is  interested  in 
this. 

At  the  request  of  The  Health  Advisory  Committee 
to  The  Delaware  State  Board  of  Education,  on 
which  we  are  represented,  The  School  Health  Com- 
mittee made  specific  recommendations  about  the 
administration  of  medication  by  school  nurses  and 
the  use  of  physio-therapy  equipment  in  the  schools.. 
It  was  suggested  that  no  medication  be  given  by 
the  school  nurse  except  by  order  of  the  personal 
physician  or  school  physician.  Physio-therapy 


equipment  should  only  be  used  by  those  trained  in 
its  use,  and  not  routinely  by  trainers  and  coaches 
who  do  not  have  suitable  training  in  physio-therapy. 

The  School  Health  Committee  would  like  to  have 
The  Medical  Council  and  The  House  of  Delegates 
go  on  record  supporting  the  need  for  a Supervisor 
of  School  Nursing  in  the  state.  There  are  now 
over  110  school  nurses  (outside  the  city  of  Wil- 
mington), most  of  them  have  no  professional  guid- 
ance and  are  only  responsible  to  their  school  prin- 
cipals. The  Health  Advisory  Committee  to  The 
State  Board  of  Education  has  studied  the  problem 
extensively  and  is  of  the  opinion  that  professional 
guidance  for  school  nurses  would  do  more  to  im- 
prove the  quality  of  service  to  our  pupils  than  any 
other  single  thing  we  could  do  at  this  moment. 
The  school  nurses  themselves  have  urged  this.  The 
State  P.T.A.  is  on  record  favoring  this  proposal. 
The  Delaware  State  Board  of  Education  has  regu- 
larly requested  a Nurse  Supervisor  for  a number 
of  years,  but  each  year  has  been  turned  down  by 
the  Budget  Commission  or  Financial  Committtee 
of  the  Legislature.  It  is  hoped  that  this  year,  with 
the  combined  backing  of  the  Delaware  State  Medi- 
cal Society,  The  Nurses  Association,  The  State 
P.T.A.  and  educators,  it  will  be  possible  to  get  this 
request  passed.  We  strongly  urge  the  Delaware 
State  Medical  Society  to  support  this  action. 

The  School  Health  Committee  believes  that  The 
Delaware  State  Medical  Society  and  The  Delaware 
State  Board  of  Education  should  send  representa- 
tives to  attend  the  A.M.A.  meeting  in  November 
on  the  problems  of  health  education.  We  urge  the 
Medical  Council  to  implement  this  suggestion. 

The  School  Health  Committee  would  also  like 
to  pass  the  three  resolutions  enclosed  with  this 
report  to  the  Medical  Council  with  the  request 
they  be  presented  to  the  House  of  Delegates  for 
action  this  fall.  These  resolutions  were  passed 
jointly  by  the  A.M.A.  and  the  N.E.A.  We  think 
that  they  answer  some  of  the  questions  posed  to 
us  in  the  last  year  about  the  problem  of  V.D.  edu- 
cation and  sex  education  in  the  schools  as  well  as 
the  smoking  problem.  We  can  see  no  reason  for 
further  delay  in  passing  the  resolution  on  smoking, 
since  the  A.M.A.  has  taken  action.  You  may  re- 
member that  the  Medical  Council  turned  down  our 
former  request  for  a similar  resolution  since  the 
A.M.A.  had  taken  no  official  action  on  this  field. 
Likewise,  the  resolution  on  Consumer  Education 
seems  an  appropriate  one,  although  we  have  made 
no  specific  studies  in  this  field  locally. 

We  would  like  to  announce  that  The  Academy 
of  Medicine  is  sponsoring  a “Sports  Injury  Con- 
ference” in  the  spring  of  1965.  Since  we  have 
agreed  to  cooperate  with  them  we  will  not  set  up 
our  own  sport  injury  conference.  Let  us  hope 
that  this  will  be  a cooperative  endeavor  involving 
The  Academy  of  Medicine,  The  Delaware  State 
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Medical  Society  and  the  University  of  Delaware 
and  other  interested  organizations. 

Respectfully  submitted, 

Robert  W.  Frelick,  M.D.,  Chairman 

REPORTS  OF  DELEGATES 

AMA  HOUSE  OF  DELEGATES 

The  major  subjects  which  were  acted  upon  by 
the  House  of  Delegates  at  the  American  Associa- 
tion’s 113th  annual  convention  June  21-25  in  San 
Francisco  were  tobacco  and  health,  human  rights, 
physician-  hospital  relations,  continuing  medical 
education,  the  cost  of  medical  care,  and  federal 
subsidization  of  prepayment  plans  and  health  in- 
surance companies. 

Tobacco  and  Health 

The  House  approved  a strong  stand  on  tobacco 
and  health  by  calling  cigaret  smoking  “a  serious 
health  hazard.”  The  House  said  “the  American 
Medical  Association  is  on  record  and  does  recognize 
a significant  relationship  between  cigaret  smoking 
and  the  incidence  of  lung  cancer  and  certain  other 
diseases.”  The  House  recommended  that  the  AMA 
pamphlet,  “Smoking:  Facts  You  Should  Know,” 
should  be  modified  “in  the  light  of  accumulating 
knowledge.”  They  commended  the  establishment  of 
the  research  program  on  tobacco  and  health  that 
is  being  carried  out  by  the  AMA  Education  and 
Research  Foundation. 

Human  Rights 

After  detailed  discussion  the  House  declared  that 
it  was  unalterably  opposed  to  the  denial  of  mem- 
bership, privileges  and  responsibilities  in  county 
medical  societies  and  state  medical  associations  to 
any  duly  licensed  physician  because  of  race,  color, 
religion,  ethnic  affiliation,  or  national  origin;  and 
all  state  medical  associations,  component  societies, 
and  all  individual  members  of  the  AMA  were  called 
upon  to  exert  every  effort  to  end  every  instance 
in  which  such  equal  rights,  privileges  and  respon- 
sibilities were  denied. 

Physician-Hospital  Relations 

Conclusions  and  recommendations  in  a significant 
and  extensive  report  on  physician-hospital  relations 
were  adopted  by  the  House.  These  recommenda- 
tions are  designed  to  serve  as  guidelines  for  phy- 
sicians in  meeting  the  problems  involved  in  the 
changing  patterns  of  care  such  as:  appointment  of 
salaried  chiefs  of  staff;  appointment  of  salaried 
heads  of  clinical  departments;  appointment  of 
salaried  directors  of  medical  education;  employ- 
ment of  salaried  physicians  for  outpatient  and 
emergency  departments;  use  of  salaried  physicians 
to  provide  care  ordinarily  provided  by  interns  and 
residents;  and  utilization  of  closed-panel  prepay- 
ment medical  care  programs  by  hospitals. 


Continuing  Medical  Education 

Authorization  was  made  by  the  House  to  establish 
an  ACA-sponsored  survey  and  accreditation  pro- 
gram in  continuing  medical  education.  In  the  pro- 
gram attention  will  be  concentrated  on  those  courses 
offered  by  institutions  and  organizations  rather 
than  on  individual  courses,  and  appraisal  of  an 
institution’s  or  organization’s  program  will  be 
carried  out  only  at  its  request. 

Cost  of  Medical  Care 

A four-volume  report  of  the  AMA  Commission 
of  the  Cost  of  Medical  Care  was  received  by  the 
delegates,  and  the  House  concurred  with  the  Board 
of  Trustees  that  the  conclusions  and  recommenda- 
tions of  the  Commission  will  be  studied  and  a 
report  will  be  made  to  the  House  for  its  con- 
sideration at  the  1964  Clinical  Convention. 

The  Commission  “is  aware  that  its  efforts  will 
not  result  in  a magic  reduction  in  the  price  of 
medical  and  hospital  services  but  it  does  believe 
that  its  study  has  produced  a considerable  amount 
of  new  and  relevant  information  which  will  serve 
as  a basis  for  better  understanding  by  the  public 
and  the  medical  profession  of  this  complex  sub- 
ject.” 

The  Board  is  appointing  a commission  to  con- 
duct a broad  study  of  the  role  of  federal  support 
of  medical  research. 

In  Addition 

The  House  went  on  record  as  opposing  federal 
subsidization  of  prepayment  plans  and  health  in- 
surance companies. 

. . . The  House  endorsed  an  expanded  program 
of  education  on  medical  ethics. 

. . . Approval  was  given  to  a change  in  the  By- 
Laws  to  allow  the  House  to  set  the  hour  and  day 
of  election  of  AMA  officers  at  the  Annual  Con- 
vention. 

. . . The  House  endorsed  a three-point  communi- 
cations program  designed  to  improve  the  public 
relations  position  of  the  medical  profession. 

. . . Approved  the  creation  of  the  Section  on 
Allergy. 

. . . Supported  a position  statement  on  protecting 
children  against  physical  abuse  and  called  for 
legislative  guidelines  to  the  states  relative  to  legis- 
lation on  this  matter. 

. . . Urged  the  AMA  to  continue  its  vigorous  op- 
position to  tax  regulations  discriminating  against 
“professional  associations”  and  “professional  cor- 
porations,” and  its  support  of  legislation  which 
seeks  to  provide  tax  equality  with  business  corpora- 
tions for  “professional  associations”  and  “profes- 
sional corporations” 
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Elected 

President-Elect,  Donovan  F.  Ward,  M.D.,  Du- 
buque, Iowa;  Vice  President,  Carlton  Wertz,  M.D., 
Buffalo,  N.Y.;  Speaker  of  the  House,  Milford  O. 
House,  M.D.,  Dallas,  Texas,  and  Vice  Speaker,  Wal- 
ter C.  Bornemeier,  M.D.,  Chicago,  111. 

Respectfully  submitted, 

H.  Thomas  McGuire,  Delegate 

The  report  was  accepted. 

THE  JOINT  COUNCIL  TO  IMPROVE 
THE  HEALTH  CARE  OF  THE  AGED 

The  Joint  Council  to  Improve  the  Health  Care 
of  the  Aged  is  a joint  endeavor  of  the  Medical 
Society  of  Delaware,  the  Association  of  Delaware 
Hospitals,  the  Delaware  State  Dental  Society,  the 
Delaware  Nursing  Home  Association  and  the  Dela- 
ware Nurses’  Association.  As  an  instrument  of 
these  parent  organizations,  it  endeavors  to  deal 
with  problems  of  the  aged  and  their  health  care 
which  is  of  common  concern  to  the  groups  involved. 

For  the  past  several  years,  the  chief  project  of 
the  Council  has  been  an  accreditation  program  for 
nursing  homes.  However,  with  the  advent  of  at 
least  two  nursing  home  accreditation  programs,  one 
involving  the  American  Medical  Association  and 
other  groups,  the  other  involving  the  American 
Hospital  Association  and  the  Blue  Cross  Associa- 
tion, it  has  seemed  of  doubtful  value  to  promote 
actively  a local  accreditation  program.  The  Coun- 
cil does  however,  stand  ready  to  evaluate  and  com- 
ment on  the  facilities  and  programs  of  any  nursing 
homes  desiring  this  service. 

The  Council  has  become  aware  that  there  are 
limited  opportunities  in  Delaware  for  people  em- 
ployed at  the  operating  level  in  nursing  homes  to 
get  training.  Accordingly,  it  sponsored  a workshop 
for  nursing  home  operating  personnel  which  in- 
cluded interpretations  of  medical  problems,  dietary 
information,  a demonstration  of  emergency  evacua- 
tion procedures,  a familiarization  program  with 
portable  dental  equipment,  its  limitations  and  avail- 
ability, and  a review  of  Blue  Cross  coverage  of 
nursing  home  care.  This  session  was  quite  well 
attended,  and  appeared  to  be  useful. 

The  accreditation  program  has  produced  some 
small  revenue,  as  has  the  workshop  session.  It  has 
not  been  necessary  for  the  Medical  Society  or 
other  sponsors  to  subsidize  the  Council  this  year. 
The  Medical  Society’s  representatives  have  been 
Allston  J.  Morris,  M.D.,  Bernadine  Z.  Paulshock, 
M.D.,  and  Mr.  Lawrence  C.  Morris. 

Respectfully  submitted, 
Lawrence  C.  Morris,  Jr. 

COMMITTEE  ON  TRUSTEES  OF 
GROUP  HOSPITAL  SERVICE 

I am  pleased  to  report  that  the  Blue  Cross  plan 
continues  to  gain  high  subscribed  approval.  Total 
membership  has  increased.  The  Plan  B has  been 
an  overwhelming  success,  and  the  accommodations 


in  the  present  building  has  become  so  inadequate 
that  a special  Building  Committee  has  been  work- 
ing on  a new  site  for  the  past  several  months. 

The  Medical  members  of  the  Board  of  Trustees 
of  Group  Hospital  are  included  in  special  com- 
mittees. Dr.  Charles  Levy  was  appointed  to  the 
nominating  committee  to  ' nominate  officers  and 
public  representatives  to  the  Board  of  Trustees. 
The  service  benefit  committee  is  the  committee  to 
explore  service  contracts  and  comprises  Mr.  Gene 
Derickson,  Chairman,  Saul  L.  Cohen,  Phillip  G. 
Rhodes,  H.  Thomas  Maguire,  M.D.,  and  Charles 
Levy,  M.D.  A most  important  change  in  the  By- 
Laws  that  was  requested  by  the  Medical  Society  of 
Delaware  and  which  was  heartily  approved  by 
Mr.  Sellers  Bancroft,  Chairman  of  the  Board  of 
Trustees,  was  passed  by  the  Board  providing  that 
a physician  be  on  the  Executive  Committee.  This 
will  certainly  foster  better  understanding  between 
our  Society  and  Group  Hospital  Service.  The  By- 
Laws  will  read  as  follows:  “Between  meetings  of 
the  Board  of  Trustees  the  affairs  of  the  Corporation 
will  be  carried  on  by  an  Executive  Committee,  the 
membership  of  which  will  consist  of  President,  Vice 
President,  Secretary-Treasurer,  plus  two  members 
at  least  one  of  which  shall  be  a physician  appointed 
by  the  President  with  concurrence  of  the  Board.” 
Dr.  H.  Thomas  McGuire  has  been  appointed  to  the 
Executive  Committee  by  Mr.  Sellers  Bancroft,  to 
represent  the  Medical  Society. 

One  disturbing  item  is  in  reference  to  Group 
Hospital’s  attitude  toward  the  Self  Care  Unit  at  the 
Wilmington  General  Hospital.  Group  Hospital  has 
advised  the  hospital  authorities  that  they  would 
limit  the  daily  reimbursement  to  $16.00  per  day 
plus  the  usual  Blue  Cross  benefits  for  ancillary 
services.  Admissions  to  this  Unit  are  screened  and 
charts  reviewed.  Provisional  approval  for  ad- 
mission is  given  based  upon  a physician’s  certifica- 
tion of  need — and  then  for  a period  not  to  exceed 
seven  days.  Recertification  must  be  made  if  longer 
stay  is  required. 

The  Group  Hospital  Service  has  accepted  the 
points  in  question  which  had  been  raised  by  the 
Prepayment  Committee  of  the  Medical  Society  of 
Delaware  and  it  is  ready  to  implement  the  service 
contract,  65  national  and  65  limited,  which  gives 
full  coverage  to  those  over  65  whose  income  does 
not  exceed  $2,500.00  for  a single  individual  and 
$4,000.00  for  a family. 

The  Blue  Cross  Plan  has  made  itself  available  to 
implement  the  Kerr-Mills  program,  that  is  in  re- 
spect to  payment  of  vendors  and  performing  other 
operational  services  as  it  has  been  doing  with  the 
Federal  Government  in  implementing  the  Medicare 
program  for  dependents  of  men  in  the  Armed 
Services. 

Respectfully  submitted, 
Charles  Levy,  M.D.,  Chairman 

The  report  was  accepted. 
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THE  TREATMENT  OF  CONVULSIVE  DISORDERS 


• The  treatment  of  epilepsy  is  becoming  more  complex  due 
to  the  appearance  of  new  drugs  and  regimens.  This  article 
has  been  written  to  classify  seizure  types  with  available 
therapy.  The  charts  attempt  to  demonstrate  the  most  effective 
therapy  for  each  seizure  type  along  with  toxic  effects  from 
the  available  drugs. 


New  anticonvulsants  for  epilepsy  are  de- 
veloped almost  every  year.  There  are  about 
twenty-five  anticonvulsants  available,  and 
they  present  a bewildering  choice  due  to  dif- 
fering indications  and  complications.  The 
material  presented  here  should  be  useful  as 
a reference  to  the  present  day  treatment  of 
seizures,  with  some  mention  of  toxicity  of 
certain  drugs,  plus  a practical  way  of  being 
on  the  alert  for  these  toxic  effects. 

Types  Of  Seizures 

The  proper  choice  of  medication  depends 
upon  the  identification  of  the  seizure  type. 
Methods  of  classifying  seizures  types  are  quite 
varied.  The  usual  classifications  are: 

1)  The  clinical  appearance  of  the  seizure. 

2)  The  EEG  type. 

3)  The  etiology  of  the  seizure. 

An  inspection  of  Figure  1 will  reveal  that 
we  have  chosen  in  this  review  to  describe  the 
seizure  type  in  terms  of  what  is  actually  ob- 
served during  the  seizure.  This  is  often  (but 
not  always)  associated  with  a typical  EEG 
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pattern.  These  seizure  types  and  typical 
EEG  patterns  will  next  be  discussed. 

A.  Grand  Mai 

The  grand  mal  is  the  most  common  type 
of  seizure  observed.  It  can  start  suddenly, 
and  thus  be  full-blown  instantaneously,  or 
it  can  be  the  end-product  of  any  other  seizure 
type  which  spreads  through  much  of  the  brain 
tissue.  This  seizure  can  start  with  an  aura 
as  variable  as  the  site  of  its  beginning  in  the 
brain,  or  the  aura  may  be  absent.  There  may 
be  a shout  or  “crow”  as  the  tonic  phase  be- 
gins with  air  being  forced  out  of  the  lungs 
over  constricted  vocal  cords.  If  this  phase 
is  prolonged,  cyanosis  may  occur.  The  seizure 
may  end  in  the  tonic  phase  (often  with 
emptying  of  the  bladder  or  bowel),  or  it  may 
progress  to  a clonic  phase  of  variable  length. 
Cyanosis,  vomiting,  salivary  foaming  or  in- 
continence may  likewise  occur  during  this 
phase,  and  vomiting  may  occur  which  can 
lead  to  aspiration  pneumonia  unless  the  pa- 
tient is  turned  on  his  side  with  the  head 
lowered.  This  phase  can  be  dangerous  due 
to  respiratory  insufficiency  and  it  should  not 
be  allowed  to  continue  for  more  than  four  or 
five  minutes.  The  treatment  of  status  epilep- 
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FIGURE  1 

Anticonvulsant  Dosage  And  Indication 


DRUG 

Dosage  below 
Age  6 (Mg/Kg/d) 

Dosage  above 
Age  6 (Mg) 

SEIZURE  TYPE 

Grand 

Mai 

Petit 

Mai 

Psycho- 

Motor 

Focal 

Minor 

Motor 

Vi  seer al 

1 . 

Phenobarbi t al 

3-5 

15  mg  bid  to 
60  mg  5x/d 

++++ 

+ 

++ 

++ 

+. 

+ 

2 . 

Mebar al 

2-8 

1 5 mg  tid  to 
100  mg  qid 

++ 

4- 

+ 

++ 

0 

0 

3 . 

Gemoni 1 

5-15 

5 mg  bid  to 
100  mg  qid 

++ 

+ 

+ 

++ 

0 

0 

4 . 

Dilantin 

5-8 

25  mg  tid  to 
100  mg  5x/d 

++++ 

- 

++ 

+++ 

+ 

++++ 

5 . 

Mesantoin 

4-10 

25  mg  tid  to 
100  mg  qid 

4-++ 

+ 

++ 

++ 

+ 

+++ 

6 . 

Peg an  one 

(250  mg  bid  to 
250  mg  qid) 

500  mg  bid  to 
1000  mg  tid 

+ 

0 

+ 

+ 

0 

0 

7 . 

Tr idi one 

20-60 

150  mg  bid  to 
600  mg  qid 

- 

4-4-4- 4- 

0 

0 

+ 

0 

8 . 

Par adi one 

20-60 

150  mg  bid  to 
600  mg  qid 

- 

4-4-+ 

0 

0 

+ 

0 

9 . 

Mysol i ne 

12-30 

125  mg  bid  to 
500  mg  qid 

++++ 

+ 

+++ 

+++ 

+ 

++ 

10  . 

Zar ont i n 

20-50 

125  mg  tid  to 
500  mg  gid 

0 

++++ 

0 

0 

+ 

0 

11 . 

Cel ont in 

15-30 

150  mg  bid  to 
600  mg  tid 

0 

+4- 

+ 

0 

+ 

0 

12  . 

Milontin 

20-40 

250  mg  bid  to 
500  mg  qid 

0 

++ 

0 

0 

+ 

0 

13. 

Phenurone 

25-50 

250  mg  bid  to 
1000  mg  tid 

+ 

0 

+++ 

0 

+ 

0 

14. 

D i amox 

15-90 

125  mg  OD  to 
250  mg  tid 

+ 

+ 

0 

0 

+ 

0 

IS  . 

Triple  Bromide 

(30  - 100  mg  tid) 

100  mg  tid  to 
1000  mg  tid 

0 

+ 

+ 

+ 

0 

16  . 

El i pt en 

less  2 (62.5  mg / d to 

375/d)  more  2 (125  mg/d 

to  750/d) 

250  mg  bid  to 
250  mg  qid 

+ 

0 

+ 

4- 

0 

0 

17  . 

At abr i ne 

100  mg  h.s.  grad)  (inc. 
to  300  mg/d)  (to  yellow 
skin ) 

Same 

0 

4- 

0 

0 

0 

0 

18  . 

Primaquine 

Vary 

Vary 

0 

+ 

0 

0 

0 

0 

19. 

Chi oroqui ne 

Vary 

Vary 

0 

4- 

0 

0 

0 

0 

20  . 

ACTH 

(25  units/d  for  2-4  w) 

Not  Used 

0 

0 

0 

0 

+ 

0 

21 

Cortisone 

Vary 

Not  Used 

0 

0 

0 

0 

+ 

0 

22 

Dexedr i ne 

0.25  -0.75 

2 . 5 mg  OD  to 
5 mg  qid 

0 

++ 

+ 

0 

+ 

0 

23 

Benzedr i ne 

0.50  - 1.0 

5 mg  OD  to 
5 mg  qid 

0 

+ 

0 

0 

0 

0 

24. 

Ketogenic  Diet 

Diet  Calculated 
to  weight 

Not  Used 

0 

0 

0 

0 

+++ 

0 

ticus  is  a complicated  subject  and  will  not  be 
pursued  in  this  report. 

Following  the  tonic  phase  there  is  often  a 
period  of  sleep  or  disorientation — the  “post- 
ictal phase.” 


Figure  3 illustrates  the  typical  EEG  pattern 
in  this  type  of  seizure.  This  symmetrical  dis- 
charge of  a disorganized  type,  which  often  is 
of  a multple  spike  and  wave  variety  with  a 
frequency  of  between  two  and  four  per  second, 
is  seen  often  in  those  individuals  who  have 
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a family  history  of  epilepsy.  This  still  does 
not  rule  out  the  fact  that  birth  or  other  factors 
may  cause  central  damage.  A focal  EEG  may 
progress  through  childhood  to  a generalized 
abnormal  appearance.  The  EEG  pattern 
therefore  in  an  individual  with  grand  mal 
seizures  is  often  atypical.  It  is  generally 
known  that  at  least  15%  of  individuals  with 
unquestionable  grand  mal  seizures  will  have 
normal  interseizure  tracings.1  The  onset  of 
grand  mal  in  the  adult  may  mean  that  there 
is  some  type  of  progressive  disease  such  as  a 
tumor.  Brain  tumor  should  always  be  con- 
sidered when  seizures  begin  in  the  adult 
period,  since  about  15%  of  patients  will  be 
found  to  have  such  a lesion  after  a thorough 
work-up. : 

B.  Peitit  Mal 

This  type  of  seizure  begins  in  childhood, 
usually  between  the  ages  of  four  and  six.  The 
seizure  is  so  brief  that  it  is  often  overlooked 
for  months  or  years,  since  a brief  stare,  blink, 
or  “day-dream”  may  be  all  that  is  seen.  The 
eyes  may  roll  back,  and  there  may  be  a few 
twitches  of  the  mouth  or  hands.  The  seizure 
usually  terminates  in  seconds  leaving  no  ves- 
tige of  drowsiness,  incoordination  or  disorien- 
tation. Any  activity  which  was  interrupted 
is  re-continued.  There  is  no  fall  to  the  floor, 
but  objects  may  be  dropped  from  the  hands. 

Figure  4 demonstrates  the  typical  EEG 
pattern.  It  is  the  most  typcial  and  easily 
correlated  EEG  pattern  for  any  clinical  seizure 
type.  The  three  per  second  spike  and  wave 
form  is  easy  to  see.  The  discharge  often  be- 
gins in  occipital  leads  with  the  spike  being 
better  developed  in  anterior  leads.  Usually 
there  is  more  than  one  spike  seen  in  the  com- 
plex, meaning  that  it  is  “impure.”  This  is 
correlated  with  the  well-known  fact  that  pa- 
tients with  petit  mal  often  have  an  occasional 
grand  mal  attack.  It  is  also  known  that  petit 
mal  is  fairly  well  limited  to  childhood.  It 
usually  fades  out  in  the  teen  age  period.  As 
it  does  it  is  often  replaced  by  a variable  num- 
ber of  grand  mal  seizures.  When  petit  mal 
carries  over  into  the  adult  period  it  is  some- 
times very  difficult  to  control.  The  frequency 
with  which  petit  mal  persists  in  the  adult 
period  is  difficult  to  ascertain  due  to  a great 
variation  in  reports  (5-50%  ).3-4 


Figure  1 shows  that  the  most  effective  drugs 
for  petit  mal  are  tridione  and  zarontin.  Since 
petit  mal  often  exists  with  grand  mal  in  dif- 
fering proportions,  one  usually  uses  pheno- 
barbital  or  dilantin  along  with  the  drug 
chosen  to  control  the  petit  mal.  If  this  is  not 
done,  grand  mal  will  often  replace  petit  mal, 
leading  to  much  disappointment.  When  the 
two  seixure  types  exist  together,  one  should 
remember  that  dilantin  alone  is  a well-known 
stimulator  of  petit  mal,  and  tridione  alone 
is  a well-known  stimulator  of  grand  mal. 

Petit  mal  seizures  are  almost  always  “idio- 
pathic” though  there  is  sometimes  a family 
history  of  them.  The  lesion  is  apparently 
deep  in  the  brain  near  the  thalamus.  Very 
rarely  mid-line  degenerative  processes  or 
tumors  can  lead  to  petit  mal  seizures.3 

C.  Psychomotor  Seizures 

Psychomotor  seizures  are  very  complex. 
Since  temporal  lobe  irritation  is  the  etiology 
and  since  the  temporal  lobes  integrate  and 
associate  a multitude  of  stimuli,  memories 
and  actions,  one  can  readily  perceive  the 
complexity  of  these  seizures.  The  seizures 
can  be  as  ethereal  as  a memory,  can  be  as 
peculiar  as  an  order,  or  can  be  as  dramatic  as 
very  complicated  behavior  with  complete 
amnesia  for  the  episode. 

These  seizures  are  more  common  in  the 
adult  than  in  the  child.  They  are  sometimes 
due  to  a scar,  softening,  A-V  anomaly  or 
tumor.  In  about  60%,  however,  a careful 
work-up  will  reveal  no  etiology.6 

It  is  unfortunate  that  these  seizures  are 
difficult  to  control.  The  seizures  are  quite 
disturbing  to  the  patient  and  to  his  associ- 
ates since  peculiar  or  irrational  behavior  of 
a complex  type  may  be  involved,  and  this 
is  just  as  upsetting  as  a grand  mal  seizure. 

The  EEG  usually  shows  some  temporal 
lobe  slowing  or  spiking.  Figure  5 illustrates 
a high-amplitude  electrical  defect  which 
spreads  out  over  a wide  area,  but  which  be- 
gins in  the  left  mid-temporal  area.  Figure  1 
indicates  that  mysoline,  phenurone  and 
phenobarbital  are  the  most  effective  medi- 
cines. Though  phenurone  will  often  stop 
these  seizures,  its  toxic  effects  on  bone  mar- 
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Figure  3 


This  is  a burst  of  abnormal  activity  in  an  individual  with  grand  mal.  The 
abnormality  probably  arises  from  some  central  structure  ( centrencephalic ) 
since  it  arrives  at  the  surface  to  involve  all  areas  symmetrically.  (Refer  to 
Run  E,  Fig.  1 1 ) 


Figure  4 


This  shows  an  abnormal  discharge  in  an  individual  with  petit  mal  and 
grand  mal.  Notice  that  the  discharge  is  a fairly  regular  3 per  second 
spike  and  wave  complex  but  there  are  irregular  spikes  scattered  here  and 
there.  A “pure”  petit  mal  discharge  is  a rarity.  (Refer  to  Run  D,  Fig.  11) 
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Anticonvulsant  Toxicity  And  Follow-up 


Drug  and  Type 

Toxicity  and  Side  Effects 

Lab  Follow-Up 

BARBITURATES 

1.  Phenobarbital 

2.  Mebaral 

3.  Gemonil 

Drowsiness,  rash,  vertigo  and  nys- 
tagmus, children  occasionally  hyper- 
kinetic 

Observe — 

Lab  tests  unnecessary 

HYDANTOINS 
4.  Dilantin 

Rash,  gum  hypertrophy,  cerebellar 
signs,  diplopia,  anorexia,  megaloblas- 
tic anemia,  lymphadenopathy,  hepa- 
titis (increases  petit  mal)  rare  mar- 
row depression 

CBC  q.o.  mo.  x 1 yr.,  then 
q 3-4  mo.  (anemia  usually 
sensitive  to  folic  acid) 

5.  Mesantoin 

Rash,  blood  dyscrasias,  marrow  de- 
pression pigmented  skin,  periarteritis 
Nodosa,  hepatitis,  (more  toxic  with 
tridione  and  Paradione,  does  not  in- 
crease petit  mal) 

CBC  q.  Mo.  x 1 yr.,  then 
q.  2 mo.,  liver  function 
tests  when  indicated 

6 Peganone 

Rash,  drowsiness,  ataxia,  diplopia 
tremor,  headache,  fatigue,  nystaga- 
mus,  diarrhea,  insomnia,  fever,  numb- 
ness, chest  pain,  lupus,  lymphadeno- 
pathy, hepatitis 

CBC  q.  2-4  mo. 

Urine,  liver  functon  tests 
when  indicated 

OXAZOLIDINES 
7.  Tridione 

Rash,  photophobia,  diplopia  and  ver- 
tigo, headache,  and  irritability,  neph- 
rotic syndrome  (increases  grand  mal 
— more  toxic  / c mesantoin)  Rare 
marrow  depression 

CBC  and  urine  q.  Mo.  x 1 
yr.  then  q.  2-3  mo. 

8.  Paradione 

Similiar  to  tridione  but  less  toxic 
and  less  effective 

CBC  and  urine  q.  mo.  x 1 
yr.,  then  q.  3-4  mo. 

PYRIMIDINES 
9.  Mysoline 

Rash,  (nausea  with  1st  dose)  cere- 
bellar signs,  vertigo,  gum  hypertro- 
phy, anorexia,  irritability,  marrow 
depression. 

CBC  q.  o.  Mo.  x 1 yr.,  then 
q.  3-4  mo.  (anemia  re- 
sponds to  folic  acid) 

SUCCINIMIDES 
10.  Zarontin 

Drowsiness,  vertigo,  anorexia,  rare 
marrow  depression. 

CBC  q.  2 Mo. 

11.  Celontin 

Anorexia,  rashes,  diplopia  and  visual 
blurring,  diarrhea  and  constipation, 
marrow  depression,  periorbital  hyper- 
emia, hiccups. 

CBC  q.  1 mo.  x 1 yr.,  then 
q.  2-3  mo. 

12.  Milontin 

Anorexia,  rashes,  diplopia  and  visual 
blurring,  marrow  depression,  micro- 
scopic hematuria. 

CBC  and  urine  q.  1 mo. 
x 1 yr.,  then  q.  2-3  mo. 

ACETYLUREA 
13.  Phenurone 

Rash,  anorexia  and  vomiting,  person- 
ality changes  and  psychoses,  marrow 
depression,  nephritis,  hepatitis,  high- 
ly toxic. 

CBC  and  urine  q.  1-2  mo., 
urine  urobilin  and  urobili- 
nogen q.  2 mo.  ceph  floe 
q.  3 mo. 

CARBONIC  ANHYDRASE 
INHIBITOR 
14.  Diamox 

Drowsiness,  paresthesias,  excitement, 
Rare  leukopenia. 

CBC  q.  4 mo. 

BROMIDES 

15.  Triple  Bromides 

Drowsiness,  rash,  acne,  psychosis 

Serum  bromide  q.  3 mo. 
maintain  at  20-30  mEq. 

usually 
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Drug  and  Type 

Toxicity  and  Side  Effects 

Lab  Follow-Up 

AMINOGLUTETHAMIDE 
16.  Elipten 

Avoid  with  history  of  allergy,  ataxia, 
drowsiness,  irritability,  rash,  gastric 
discomfort,  weakness,  face  flush, 
transient  leukopenia 

CBC  q.  2-3  mo. 

ANTI-MALARIAL 
17.  Atabrine 

Yellow  skin,  dermatitis,  dyscrasia, 
pruritis,  insomnia,  pains  in  muscles 
and  joints,  GI  complaints,  excessive 
sweat 

CBC  q.  1 mo. 

18.  Primaquine 

Rash,  dyscrasia,  personality  changes, 
Negroes — hemolytic  anemia,  methe- 
moglobinemia, leukocystosis,  abdom- 
inal cramps 

CBC  q.  1 mo. 

19.  Chloroquine 

Rash,  dyscrasia,  depigmentation, 
liver  damage,  GI  symptoms,  pruritis, 
flattened  T wave  on  EKG,  retino- 
pathy 

CBC  q.  1 mo. 

HORMONES 

20.  ACTH 

21.  Cortisone 

Weight  increase,  moon  face,  acne, 
hypertension,  hyperglycemia 

Urinalysis  occ.  BP.,  bid 
sugar,  K & Na 

AMPHETAMINE 

22.  Dexedrine 

23.  Benzedrine 

Anorexia,  irritability,  rash,  hallucin- 
ations, hypertension 

None 

KETOGENIC  DIET 

24.  Weight  loss,  anorexia,  somnolence,  Daily  urine,  Ketone  bodies, 

hypoglycemia,  shock  occ.  bid.  sugar 


row,  liver  and  personality  structure,  limit  its 
use  to  very  few  patients.  Mysoline  is  probably 
the  most  effective  medication,  with  dilantin 
being  a close  second,  but  it  must  be  empha- 
sized that  good  control  of  psychomotor 
seizures  is  only  obtained  in  25%  of  patients.7 

D.  Focal  Seizures 

These  seizures  result  from  any  localized 
lesion.  The  etiology  of  these  seizures  is  com- 
paratively easy  to  demonstrate  and  the  seizure 
occurs  in  a predictable  manner  and  locale 
determined  by  the  area  of  brain  destruction 
or  irritation.  Figure  6 shows  a very  focal 
spike  in  the  left  mid-temporal  area.  Whereas 
a spike  in  the  same  area  (Fig.  5)  may  be  ac- 
companied by  psychomotor  seizures,  in  this 
instance  the  seizure  was  a clonic  movement 
of  the  right  side  of  the  face.  Focal  seizures 
which  appear  in  childhood  usually  mean  idio- 
pathic seizures,  or  seizures  based  on  a birth 
injury.  Rarely  at  this  age  do  they  indicate 
a tumor.  Focal  seizures  in  the  adult  indi- 
cate tumor  in  35%  of  individuals  so  affected,2 
and  therefore  a thorough  neurological  work- 
up is  indicated  when  these  appear.  These 


seizures  are  usually  easy  to  control,  and  the 
medications  used  in  grand  mal  are  the  most 
effective  (phenobarbital,  dilantin,  mysoline, 
mesanoin).  Occasionally  focal  seizures  are 
distressingly  resistant  to  therapy  especially 
when  seizure  in  continuous  in  a part  of  the 
body  (epilepsia  partialis  continua).  This 
often  means  a deeply-located  scar  or  tumor, 
or  a toxic  or  degenerative  condition. 

E.  Minor  Motor  Seizures 

Minor  motor  seizures  appear  as  a sudden 
loss  of  body  tone  with  an  abrupt  collapse  to 
the  floor,  or  they  occur  with  a variable  num- 
ber of  myoclonic  jerks  of  the  head  or  arms. 
The  seizures  seldom  result  in  a prolonged 
loss  of  consciousness.  They  are  often  called 
akinetic,  infantile  spasms,  jack-knife  or 
Salaom  seizures,  or  myoclonic  seizures.  They 
may  start  in  infancy  with  upward  jerking  of 
the  arms  or  perhaps  the  legs.  As  the  child 
begin  to  sit,  head  nodding  may  begin.  Still 
later,  after  the  child  has  begun  to  stand,  the 
full  blown  picture  of  sudden  loss  of  body  tone 
can  occur,  which  results  in  a sudden  fall  with 
repeated  head  injuries.  When  these  seizures 
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There  is  a high  amplitude  slow  spike  and  also  slow  wave  disturbance  in 
the  left  mid-temporal  area  (T3).  This  spreads  far  out  into  the  left  frontal 
region  ( Fp  1 ) and  occipital  region  (0  1).  (Refer  to  Run  D,  Fig.  11) 


There  is  a sharp  spiking  focus  in  the  left  mid-temporal  area  (T3)  which 
was  accompanied  by  twitching  of  the  right  corner  of  the  mouth.  (Refer 
to  “Tiara”,  Fig.  12) 


Figure  6 
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are  noted  to  occur  in  infancy  they  are  the 
harbinger  of  wide  spread  brain  damage  or 
dysfunction  and  are  therefore  usually  associ- 
ated with  mental  and/or  physical  retardation. 
They  should  be  looked  upon,  therefore,  as  a 
symptom  of  a very  serious  brain  disturbance. 
Even  when  they  are  controlled,  retardation 
usually  continues  unabated.  They  often  spon- 
taneously disappear  after  the  age  of  3 to  be 
replaced  by  a rare  severe,  grand  mal  seizure. 

There  are  several  EEG  patterns  which  are 
observed  with  this  seizure  type.  In  general 
the  pattern  is  composed  of  high  amplitude 
multiple  spike  and  spike  and  wave  discharges 
at  many  frequencies.  These  records  are  very 
disorganized  and  when  continuous  abnorm- 
ality is  present,  the  EEG  is  labelled  as  being 
hypsarrhythmic  (high-voltage  arrhythmia). 
An  example  of  this  is  given  in  Fig.  7. 

These  seizures  are  more  resistant  to  treat- 
ment than  are  psychomotor  seizures.  One 
must  remember  that  they  often  will  tend  to 
clear  spontaneously  after  age  3,  so  treatment 
is  hard  to  evaluate.  A variety  of  medications 
give  a mediocre  response.  ACTH  is  often 
tried  in  the  infant  with  variable  suc- 
cess. The  ketogenic  diet  seems  the  most  ef- 
fective treatment  but  for  technical  reasons 
usually  can  not  be  started  until  2 to  3 years 
of  age.  It  is  instituted  and  maintained  only 
under  the  strictest  of  conditions  which  often 
leads  either  the  family  or  doctor  to  be  dis- 
couraged with  the  diet  high  in  fats  and  greases 
and  low  in  carbohydrate  and  protein.  A child 
beyond  age  5 will  seldom  tolerate  the  diet 
very  long.  Starvation,  which  is  a treatment 
for  epilepsy  known  from  antiquity,  seems  to 
have  ketosis  as  its  effective  basis.  When  the 
ketogenic  diet  can  he  maintained,  it  often 
makes  the  difference  between  a family  which 
is  continually  grieved  by  frequent  head  in- 
juries, and  a family  able  to  accept  retardation 
better,  since  seizures  are  not  added  to  an 
already  difficult  situation. 

F.  Visceral  Seizures 

These  seizures  are  a very  diffuse  and  con- 
troversial group  since  they  apparently  arise 
from  the  hypothalamus  or  other  deep  struc- 
tures and  lead  to  many  visceral  and  auto- 
nomic disturbances.  Headache,  temperature 


disturbances,  abdominal  pain,  diarrhea,  syn- 
cope and  personality  disturbances  are  listed 
in  this  group.  These  seizures  are  sometimes 
called  diencephalic  or  hypothalamic  types. 
The  EEG  types  are  also  diffuse  and  contro- 
versial. Fig.  8 indicates  fronto-temporal  dis- 
charges in  an  individual  whose  attacks  con- 
sisted of  tearing  of  eyes,  tremor,  urination  and 
headache  without  loss  of  consciousness.  The 
seizures  terminated  after  therapy  with  celon- 
tin  and  mesantoin. 

Figure  9 and  Figure  10  are  examples  of  14 
and  6 per  second  spiking  (respectively)  which 
are  often  seen  in  a variety  of  visceral  dis- 
turbances, seizures  (especially  syncope)  and 
in  some  individuals  with  behavior  and  per- 
sonality disturbances.  These  discharges  be- 
gin deep  in  the  pulvinar  or  hypothalamus  as 
a 15  per  second  discharge  and  slow  to  14  per 
second  or  6 per  second  as  they  approach  the 
surface.  The  discharges  are  seen  during  sleep 
or  drowsy  recordings.  The  EEG  abnormality 
often  alternates  from  side-to-side. 

These  visceral  or  syncopal  seizures  are 
usually  (surprisingly)  well  controlled  with 
dilantin  or  mesantoin.  When  there  is  delin- 
quent or  erratic  behavior  it  is  not  usually 
modified  by  anticonvulsant  treatment. 

Some  Principals  Of  Therapy 

1.  The  most  effective  drug  should  be  used. 
The  correct  identity  of  the  seizure  is  of 
utmost  importance,  and  the  evaluation  of 
the  electroencephalogram  often  helps  in 
this. 

2.  One  drug  at  a time  should  be  used  and 
each  should  be  given  a fair  trial.  Each 
drug  should  be  increased  to  tolerance  and 
one  should  wait  a reasonable  time  to  see 
the  effect.  At  times  a combination  of 
drugs  may  be  required. 

3.  An  adequate  dose  should  be  used.  Chil- 
dren can  often  tolerate  large  doses.  Re- 
member that  the  child  is  constantly  grow- 
ing, and  the  dosage  gradually  increases. 

4.  The  timing  of  the  administration  of  drugs 
with  the  timing  of  seizures  is  often  of 
importance,  such  as  in  treating  of  the 
nocturnal  seizures  with  therapy  adminis- 
tered at  bedtime. 
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Figure  7 


This  EEG  pattern  is  composed  of  continuous  abnormal  multiple  spike  and 
wave  and  slow  wave  discharges.  The  seizure  type  was  of  infantile  spasms 
and  myoclonic  jerks  in  a retarded  child.  (Refer  to  Run  G,  Fig.  1 1 ) 
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These  are  high  amplitude  fronto-temporal  discharges  associated  with  the 
patient  screaming,  having  a queer  sensation  about  the  eyes,  covering  the 
pubic  area  and  urinating  without  a loss  of  consciousness.  (Refer  to  Run  D, 
Fig.  11) 
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Figure  9 


Fourteen  per  second  discharges  are  seen  throughout  the  record.  These 
were  accompanied  by  visceral  symptoms  and  delinquent  behavior.  (Refer 
to  Criss  Cross,  Fig  12) 
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Figure  10 


Six  per  second  discharges  are  seen  throughout  the  record.  These  have 
the  same  significance  as  14  per  second  dischargs.  (Refer  to  Run  A,  Fig.  1 1 ) 
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Figure  1 1 

Electrode  montages  referred  to  in  Figures  3,  4,  5,  7,  8 and  10 


5.  The  duration  of  the  therapy  is  highly 
variable.  It  is  usually  desirable  to  keep 
the  patient  seizure  free  for  at  least  4 years 
before  discontinuing  drugs. 

6.  Remember  that  when  it  is  time  to  dis- 
continue the  drug  this  should  be  done 
with  a gradual  weaning  rather  than  an 
abrupt  cessation  of  the  therapy. 

7.  The  best  goal  to  be  obtained  is  a func- 
tional patient  with  satisfactory  control. 
It  is  better  to  permit  a few  seizures  rather 
than  to  have  a patient  who  is  intoxicated 
on  large  doses  of  drugs. 

8.  One  must  watch  out  for  some  drugs  which 
facilitate  seizure  activity  on  their  own. 
Dilantin  may  exaggerate  petit  mal.  Tri- 
dione  may  exaggerate  grand  mal.  Tran- 
quilizers and  antihistaminics  are  capable 
of  stimulating  seizures  in  some  epileptics. 

9.  Some  triggering  mechanisms  such  as  pat- 
terns, flashing  light  and  certain  sounds 


may  have  to  be  avoided. 

10.  The  patient  and  family  often  need  coun- 
selling due  to  the  many  emotional  and 
social  problems  which  arise  when  seizures 
are  present. 

Toxicity  To  Drugs 

Figure  2 lists  most  of  the  toxic  effects  of 
the  commonly  used  anticonvulsants.  The 
laboratory  follow-up  as  suggested  is  not  as 
strict  as  some  which  are  recommended  but  for 
practical  purposes  it  is  a workable  plan. 

It  must  be  remembered  that  phenobarbital 
is  the  safest  anticonvulsant  but  it  can  produce 
a very  hyper-kinetic  child,  especially  in  one 
who  has  brain  damage.  Dilantin  has  similiar 
toxic  effects  such  as  gum  hypertrophy  and 
skin  rash.  Hirsutism  in  females  and  agranulo- 
cytosis are  rarely  seen.  If  an  anemia  alone 
develops  while  the  patient  is  receiving  dil- 
antin,  it  will  respond  to  folic  acid. 


February,  1965 


35 


Delaware  Medical  Journal 


CRIS3CR033 


P4  - T3 
02  - T3 
T4  - T3 
T6  - T3 
P3  - T4 
01  - T4 
T3  - T4 
T5  - T4 


Figure  12 

Electrode  montages  referred  to  in  Figure  6 and  Figure  9 


Tridione  is  a safe  drug  also  but  its  use  is 
often  limited  due  to  photophobia.  It  can 
produdce  bone  marrow  and  kidney  changes. 
It  is  more  toxic  than  usual  when  used  with 
mesantoin. 

Mysoline  seldom  produces  severe  toxic 
changes  after  the  patient  is  accustomed  to  it. 
The  first  ten  days  of  therapy  are  critical,  for 
vertigo  often  appears  and  frightens  the  pa- 
tient. For  this  reason  50  mg.  starter  doses 
are  available  (1/5  the  average  dose  size)  and 
even  these  must  often  be  broken  to  start  on 
a 15  or  25  mg.  dosage  to  avoid  severe  vertigo. 
Once  the  second  week  of  therapy  has  been 
reached,  vertigo  usually  subsides. 

Of  the  succinimides  (used  for  petit  mal  and 
psychomotor  attacks)  zarontin  seems  the 
safest,  though  a few  recent  reports  of  agranu- 
locytosis means  that  periodic  blood  counts 
are  necessary.  Phenurone  has  already  been 
described  as  sometimes  effective  in  psycho- 
motor epilepsy,  but  its  use  is  curtailed  by 
occasional  severe  damage  to  the  liver,  kidney, 


or  bone  marrow.  Psychosis  can  also  occur  as 
a side  effect. 

Triple  bromides  are  sometimes  effective  in 
controlling  resistant  grand  mal  attacks  but 
bromism  can  occur  from  its  use.  The  anti- 
malarial  drugs  occasionally  help  in  resistant 
petit  mal  but  they  can  have  severe  side  effects. 
The  amphetamines  are  used  mostly  in  treating 
petit  mal  and  in  reversing  unpleasant  drowsi- 
ness from  anticonvulsants.  They  are  also 
useful  in  some  individuals  with  nocturnal 
seizures  since  a light  sleep  ometimes  prevents 
these  seizures. 

Summary 

1.  The  treatment  of  seizures  is  based  on 
identification  of  the  seizure  type.  Six  types 
have  been  described  with  EEG  correlation. 

2.  Two  charts  are  presented  which  indicate 
most  of  the  anticonvulsants,  the  effect  of  each 
on  the  seizures  types,  the  average  dosage  and 
drug  toxicity. 

3.  Some  general  principles  of  therapy  are 
listed. 

References  will  be  supplied  by  the  Journal  on  request. 


Today's  Health  Guide,  a manual  for  the  American  family,  is  being  pub- 
lished by  the  AMA.  The  640-page  book,  in  two  colors  will  include 
seventy  chapters — each  dealing  with  an  important  aspect  of  health  in 
the  family.  It  will  be  illustrated  by  hundreds  of  drawings  of  the  organs 
and  systems  of  the  human  body.  A non-profit  venture,  the  book’s  regular 
price  will  be  $5.95,  with  an  introductory  offer  at  $4.95.  It  will  be  dis- 
tributed from  the  AMA  Headquarters  by  mail  order. 
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MILK  OF  CALCIUM  RENAL  STONE 


* The  clinical  picture  of  calcium  renal  stone  is 
described  with  three  prior  cases  in  English  Liter- 
ature briefly  summarized.  A fourth  case  is  pre- 
sented by  the  author.  The  importance  of  the 
decubitus  film  is  emphasized,  as  the  half-moon 
shadow  seems  diagnostic. 


William  J.  Vandervort,  M.D. 


The  milk  of  calcium  renal  stone  was  first 
described  in  the  English  literature  in  1958 
by  Robert  D.  Howell.1  The  second  case  re- 
port was  by  Walker,  Pierson  and  Johnson.2 
The  third  case  report  was  by  Pulman  and 
King .3  The  present  case,  then,  is  the  fourth 
reported  in  the  English  literature  according 
to  Walker. 

In  Howell’s  case , the  patient  was  a 37-year- 
old  woman.  She  was  seen  because  of  left 
flank  distress.  She  had  a history  of  pyelo- 
nephritis during  two  pregnancies.  X-ray  ex- 
amination showed  an  oval,  calcific  density  in 
the  left  kidney.  Culture  of  both  kidneys  and 
bladder  showed  no  growth.  At  surgery,  on 
August  3,  1956,  no  stone  was  recovered  despite 
thorough  palpation  and  search  by  needle  and 
the  wound  was  closed.  X-ray  studies  were 
then  made  in  the  various  decubitus  positions 
and  a peculiar,  half-moon  density  was  then 
noted. 

In  Walker’s  case,  the  patient  was  a 71- 
year-old  white  man.  He  had  been  treated 
in  the  past  for  urinary  tract  infection.  The 
serum  calcium  was  4.43  milliequivalents  and 
the  serum  phosphorous  was  1.84  milliequiva- 
lents. The  blood  urea  nitrogen  was  22  milli- 
grams per  cent.  On  a cholecystogram,  a pe- 
culiar, half-moon  shaped  density  was  seen  in 
the  region  of  the  gallbladder,  but  not  lying 
within  the  gallbladder.  The  radiologist  con- 
sidered this  density  to  be  contrast  medium 
possibly  in  a diverticulum  of  the  duodenum. 


Dr.  Vandervort  is  Associate  in  Internal  Medicine,  Memorial 
Hospital  and  Delaware  Hospital,  Wilmington. 


Intravenous  pyelogram  revealed : normal 
appearance  of  the  upper  urinary  tract;  a 
rounded,  calcific  density  2.7  centimeters  in 
its  greater  diameter  seen  overlying  the  right 
renal  pelvis.  These  films  showed  a half-moon 
shaped  density  in  the  region  of  the  right 
renal  pelvis.  The  patient  eventually  expired 
from  an  adenocarcinoma  of  the  prostate.  At 
autopsy,  wide  spread  metastases  were  noted. 
The  right  kidney  showed  a thin-walled  cyst 
on  the  posterior  aspect  of  the  kidney.  The 
cyst  measured  4 centimeters  in  its  greatest 
diameter  and  contained  a fluid  that  was  pear 
yellow  in  color  and  was  clear  except  for  the 
presence  of  minute,  granular,  calcific  particles, 
which  formed  a paste-like  precipitate  in  the 
most  dependent  portion  of  the  cyst.  Histo- 
logical sections  of  the  cyst  wall  showed  it  to 
be  composed  of  dense  tissue  and  it  contained 
bundles  of  smooth  muscle,  uncovered  by  uro- 
t helium.  It  was  felt  this  represented  a pylo- 
genic  cyst.  The  fine  granular  deposit  was 
found  to  be  made  up  of  calcium  carbonate. 

Pulman’s  case  was  a 45-year-old  white 
woman  who  had  left  flank  pain  and  pyuria 
Intravenous  pyelography  revealed  what  seem- 
ed to  be  a single  calculus,  measuring  2x2.5 
centimeters  in  a calyceal  cyst  or  diverticulum 
of  the  right  kidney.  Retrograde  pyelograms 
confirmed  this  impression.  In  May  of  1961, 
the  patient  complained  of  right  back  pain. 
Examination  of  the  spine  was  then  made. 
The  upright  rentgenogram  demonstrated  a 
half-moon  shaped,  calcified  opacity  in  the 
same  area  where  the  renal  calculus  had  pre- 
viously been  demonstrated.  Decubitus  rent- 
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Figure  1.  Flat  plate  of  abdomen  showing  the 
milk  of  calcium  stone  in  the  left  kidney. 


genograms  confirmed  the  impression  of  a 
shifting  fluid  level.  Gallbladder  studies  proved 
that  the  calcification  ivas  outside  the  biliary 
tract.  The  diagnosis  of  renal  milk  of  calcium 
stone  was  then  made. 

In  Putmans  case,  the  cyst  appeared  to 
communicate  with  the  middle  calyceal  sys- 
tem of  the  right  kidney.  This  was  detected 
because  of  the  delayed  concentration  of  con- 
trast medium  in  the  diverticulum. 

Case  Presentation 

This  patient  was  a 40-year-old,  white,  mar- 
ried man  and  a sculptor.  He  was  first  seen 
by  me  in  my  office  on  6-20-62,  for  a complaint 
of  back  ache.  He  had  had  a chronic,  low 
back  ache  for  several  years,  but  the  pain  had 
now  radiated  to  the  right  groin  and  right 
testis.  He  had  seen  another  physician  for 
this  back  ache  in  1960.  The  latter  had  x-rays 
taken,  which  showed  a “peculiar  cyst  in  the 
area  of  the  left  kidney.” 

Family  History 

His  wife  was  living  and  well.  His  father 
died  at  age  39  from  pneumonia;  his  mother 
was  age  61,  and  well.  The  paternal  grand- 


mother died  at  age  45  from  tuberculosis.  The 
patient  had  three  sisters. 

Past  history  revealed  a spontaneous  pneu- 
mothorax on  the  left  in  1944,  in  1945  and 
in  1952.  Tonsillectomy  was  performed  in 
1931  and  an  appendectomy  in  1936. 

System  review  revealed  that  he  had  fever 
and  chills  some  five  years  ago.  These  were 
attributed  to  pyelonephritis,  but  no  studies 
were  performed.  On  several  occasions  in  the 
past,  his  mother  recalled,  he  had  had  mild 
dysuria.  He  did  not  have  nocturia;  he  had 
not  had  dysuria  for  many  years.  He  was  in 
the  service  in  1944  and  1945,  and  except  for 
the  pneumothorax,  had  no  other  known  ill- 
nesses. 

Physical  examination  showed  a tall, 
healthy-appearing,  white  man  in  no  acute 
distress.  Examination  of  the  head  and  neck 
showed  only  partial  obstruction  of  the  nares; 
blood  pressure  110/70;  heart  not  enlarged. 
There  was  a normal  sinus  rhythm  of  60.  No 
murmur  was  heard.  Examination  of  the 
lungs  showed  the  lungs  to  be  clear,  except 
for  diminished  breath  sounds  throughout  the 
left  lung,  posteriorly.  The  abdomen  revealed 
no  hepatosplenomegaly  and  no  abdominal 
masses.  There  was  no  hernia  present.  The 
testes  were  normal;  rectal  examination  was 
normal;  the  prostate  was  not  enlarged.  Ex- 
tremities revealed  ankle  jerk  and  knee  jerk, 
2 plus  and  equal.  Straight-leg  raising  was 
negative. 

The  patient  became  worse  on  7-14-62,  and 
was  admitted  to  the  Delaware  Hospital,  with 
now  obvious  disc  findings.  He  had  severe 
low  back  pain,  which  radiated  down  the  right 
leg  posteriorly  to  the  lateral  dorsum  of  the 
foot.  The  ankle  jerk  on  the  right  side  disap- 
peared and  the  straight-leg  rising  was  now 
positive  on  the  right  side  at  30  degrees. 

Laboratory  studies  revealed  the  following: 
Lumbosacral  x-ray  was  normal.  Chest  x-ray 
was  normal.  A myelogram  was  performed, 
which  showed  a large,  central,  herniated, 
nucleus  pulposus  at  the  L5-S1  interspace.  An 
intravenous  pyelogram  was  taken  by  Dr.  John 
Alden  of  the  Delaware  Hospital.  The  flat 
film  showed  a dense  shadow  of  calcific  con- 
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Figure  2.  Film  for  IVP  (10  minutes). 


sistency,  occupying  the  region  of  the  upper 
pole  of  the  left  kidney.  (Refer  to  Fig.  1)  This 
shadow  was  5x4x3  centimeters  lateral  to  this 
homogenous  density.  In  an  erect  film  a 
fluid  level  was  observed  in  a calcific  shadow 
occupying  the  upper  pole  of  the  left  kidney. 
The  films  were  made  at  5,  10  and  25  minutes 
intervals  following  the  intravenous  injection 
of  contrast  material.  They  showed  adequate 
filling  of  the  calyces  and  pelves  on  both  sides. 
The  calcific  shadows  on  the  left  were  related 
to  the  upper  calyces,  although  no  definite 
communication  could  be  demonstrated.  Dr. 
Alden  thought  this  represented  a milk  of 
calcium  renal  stone.  He  felt  it  was  actually 
a pyelogenic  cyst,  containing  fluid,  calcareous 
material,  and  might  be  related  to  prior  pye- 
lonephritis including  tuberculosis.  (Refer  to 
Figs.  2 and  3) 

Hemoglobin  was  13.4  grams;  white  count 
5,370,  56  per  cent  polymorphonuclear,  6 per 
cent  bands,  30  per  cent  monocytes,  3 per  cent 
eosinophils.  Serology  was  non-reactive.  Blood 
urea  nitrogen  was  25  milligrams  per  cent, 
and  repeated  two  days  later,  was  22  miligrams 
per  cent.  Feasting  blood  sugar  was  88  milli- 
grams per  cent.  Serum  cholesterol  154  milli- 


grams per  cent,  Plasma  CO  2 was  25  milli- 
equivalents,  chloride  25  milliequivalents, 
sodium  136  milliequivalents,  potassium  4.8 
milliequivalents,  calcium  9.9  mg./lOO  ml., 
Phosphorous  3.3  mg./100ml.;  alkaline  phos- 
phatase 2.6  units.  PSP  was  32.6  per  cent  in 
15  minutes,  with  33  cubic  centimeters  of  urine, 
and  47.6  per  cent  in  2 hours.  Ten  urine 
specimens  were  obtained,  and  specific  gravity 
varied  from  1.012,  with  1.022,  with  most 
specimens  approximately  1.020.  They  were 
all  negative  for  albumin — no  red  cells  were 
seen — 0-2  white  cells  were  seen.  There  were 
no  casts.  Urine  was  acid.  PPD  # 1 was  posi- 
tive in  48  hours,  with  1 centimeter  of  indura- 
tion and  erythema. 

On  7-25-62,  the  patient  was  taken  to  the 
operating  room,  and  a large  herniation  of 
nucleus  pulposis  was  removed  at  surgery.  The 
patient  has  been  followed  for  one  year  now, 
and  is  free  of  renal  symptoms. 

Discussion 

Churchman,  in  1911,  was  apparently  the 
first  to  describe  the  presence  of  white  bile 

( Continued  on  Page  45) 


Figure  3.  Erect  film  demonstrating  the  character- 
istic half-moon  shadow. 
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PSYCHIATRIC  UNITS  IN  GENERAL  HOSPITALS 


The  rapid  development  and  encouraging  results  of  the  treatment! 
of  psychiatric  illnesses  during  the  last  few  years  have  encouraged 
general  hospitals  to  establish  psychiatric  units.  The  reports  from 
these  hospitals  indicate  that  many  psychiatric  patients  can  be  treated 
rapidly  (average  hospital  stay  is  15  days).  The  growing  number  of 
psychiatric  units  in  general  hospitals  attests  to  their  success.  An 
important  by-product  of  a psychiatric  service  has  been  the  assistance 
given  to  the  other  specialties  in  the  evaluation,  diagnosis  and  treatment 
of  emotional  complications,  which  for  the  most  part,  can  be  managed 
on  the  medical,  surgical  and  pediatric  services. 

Psychiatric  services  have  unique  requirements  which  include  the 
utilization  of  facilities  for  in-patent,  day-long  treatment,  outpatient 
and  consultative  services.  Staffing  needs  to  be  developed  with  an 
understanding  that  most  patients  are  ambulatory  and  will  be  partici- 
pating in  various  activities  such  as  group  psychotherapy,  vocational 
training  or  occupational  therapy.  The  focus  here  is  on  the  service 
away  from  the  bed  rather  than  bed-side  nursing. 

The  Commissioner  of  Mental  Health  in  Delaware,  Dr.  Daniel  Lieber- 
man,  has  been  expressing  the  possibility  of  partnership  arrangements 
between  the  state  government,  organized  medicine  and  proprietary 
hospitals  to  allow  for  complete  and  adequate  medical  services  (includ- 
ing psychiatric)  to  all  people  who  need  them,  and  at  the  same  time 
preserve  the  tradition  of  private  enterprise  and  freedom  of  choice  of 
physicians  by  patients. 

It  is  important  for  us  to  look  carefully  at  this  as  it  represents  a 
significant  trend  which  could  have  an  important  impact  on  our  hospital 
practices  and  procedures.  It  is  a responsibility  that  we  must  face. 
The  decision  is  primarily  ours. 


40 


February,  1965 


'QditoriaU 


CARDIAC  RESUSCITATION 

There  is  no  question  but  that  cardiac  re- 
suscitation is  life  saving  in  certain  selected 
cases.  It  is  therefore  mandatory  that  all 
physicians  in  the  active  practice  of  medicine 
become  acquainted  with  the  indications  for 
and  the  technic  of  this  procedure.  It  has 
been  stressed  by  those  who  are  proponents 
of  this  technic  that  it  should  not  be  used  in- 
discriminately in  patients  who  are  dying  of 
incurable  disease  or  in  whom  there  is  no 
reasonable  hope  for  longevity.  At  best,  it 
will  give  an  occasional  patient  a “second 
chance”  at  life. 

Even  in  the  best  trained  hands  there  is 
some  danger  with  closed  cardiac  resuscitation 
and  this  was  one  significant  deterring  factor 
when  the  question  arose  as  to  whether  or  not 
this  procedure  should  be  taught  to  laymen. 
Braun,  Reitman,  and  Florin  in  the  January 
7th,  New  England  Journal  of  Medicine,  re- 
port their  experience  in  teaching  the  procedure 
to  members  of  certain  rescue  squads  in  Mid- 
dlesex County,  New  Jersey.  The  authors  are 
most  conservative  in  evaluating  the  results 
of  their  teaching  and  refuse  to  take  full  credit 
for  the  two  patients  in  whom  cardiac  activity 
was  restored  in  the  thirty  times  this  pro- 
cedure was  used  by  lay  personnel  that  they 
had  trained.  It  is  significant  that  in  these 
thirty  instances  there  was  no  evidence  of  any 
harm  having  been  done. 

There  is  no  question  but  that  this  pro- 
cedure should  be  taught  to  as  many  lay 
groups  as  possible.  It  would  seem  quite 
logical  to  train  these  individuals  along  the 
lines  used  by  Braun  and  his  colleagues. 


The  following  is  a reprint  editorial  on 
medical  reports  for  social  security  purposes. 
It  was  prepared  by  the  New  Rochelle,  New 
York,  District  office  of  the  Social  Security 
Administration  and  appeared  in  their  Bulle- 
tin. 


THAT’S  NOT  RED  TAPE— THAT’S  A LIFE  LINE 

As  every  doctor  knows,  the  volume  of  re- 
ports he  is  asked  to  fill  out  has  grown  in  the 
last  ten  or  fifteen  years.  But  there  is  one 
kind  of  form  which  can  mean  more  to  your 
patient  than  almost  any  other,  and  this  is 
the  kind  by  which  he  asks  you  to  help  him 
establish  his  disability  with  the  Social  Se- 
curity Administration.  This  is  not  just  an- 
other government  form.  This  is  a plea  for 
help  from  your  patient. 

A patient  faced  with  a lengthy  illness,  loss 
of  income,  possibly  with  a family  dependent 
on  him,  has  a serious  mental,  as  well  as  physi- 
cal, burden.  If  he  can  establish  that  he  is 
disabled  for  any  substantial  gainful  work, 
there  may  be  monthly  cash  benefits  for  him 
and  his  family. 

When  one  of  your  patient  files  an  applica- 
tion for  social  security  disability  benefits,  he 
is  asked  to  furnish  medical  evidence  showing 
the  nature  and  extent  of  his  disability.  The 
responsibility  for  providing  this  rests  with 
him,  just  as  he  must  prove  his  age,  for  ex- 
ample. Since  almost  no  patient  can  be  his 
own  physician,  the  disabled  individual  must 
ask  his  doctor  to  help  him.  With  the  help 
of  members  of  the  medical  profession,  the 
Social  Security  Administration  has  devised 
some  forms  on  which  this  information  can  be 
conveniently  supplied.  The  Social  Security 
Administration  furnishes  these  forms  to  its 
claimants,  but  the  doctor  may  make  his  re- 
port in  whatever  form  he  sees  fit,  so  long  as 
it  covers  the  essential  facts  — that  is,  the 
history  of  the  symptomatology,  clinical  find- 
ings, and  diagnosis. 

When  you  get  one  of  these  medical  report 
forms,  you  have  not  just  another  government 
request.  The  government  is  requesting  noth- 
ing of  you.  It  is  your  patient  who  is  seeking 
your  assistance.  By  giving  it  to  him  promptly 

( Continued  on  Page  45) 
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Uses  Of 
Thermography 


Doctor’s  House 
Call  Schedule 


In  The  News 


New  Statement  On 
Gamma  Globulin 


Thermography  is  foreseen  as  a possible  routine  screening  technique  for 
early  breast  cancer — to  detect  those  usually  not  found  by  palpation  or 
by  x-ray.  The  thermograph  is  harmless,  and  can  be  used  repeatedly 
without  risk  to  the  patient.  Many  tumors  emit  heat  in  the  form  of 
infra-red  emissions  in  greater  amounts  than  surrounding  tissues..  The 
thermograph  is  a very  sensitive  heat  detector  providing  accurate  mea- 
suring and  scanning  of  the  body.  CA  Sept. -Oct.  1964 
Facial  thermograms  register  a characteristic  pattern  in  patients  with 
cerebral  vascular  lesions,  reports  Ernest  H.  Wood,  M.D.,  in  Medical  World 
News,  (October).  Whereas  healthy  persons  have  the  same  temperature 
on  both  sides  of  their  foreheads,  patients  with  impaired  circulation  due 
to  extracranial  carotid  artery  disease  have  a cool  spot  on  one  side.  The 
simple  way  of  evaluating  the  blood  supply  of  these  areas  is  to  measure 
the  skin  temperature  by  thermography.  The  thermogram  shows  a cool 
spot  in  the  forehead  region  supplied  by  the  ophthalmic  artery  when  too 
little  blood  has  been  received  from  the  carotid  artery.  Stroke  becomes  an 
ever-present  danger.  After  a thermogram  reveals  a danger  spot,  definite 
diagnosis  can  be  established  by  carotid  anigography  and,  in  many  cases, 
corrected  surgically. 

Physicians  scheduled  to  participate  in  the  radio  program,  “Doctor’s 
House  Call,”  sponsored  by  the  Medical  Society  of  Delaware  and  WDEL 
every  Tuesday  at  11:05  a.m.  are:  James  T.  Metzger,  M.D.,  February  2 
— Plastic  surgery;  I.  Lewis  Chipman,  Jr.,  M.D.,  February  9 — Ulcers; 
Carl  I.  Glassman,  M.D.,  February  16 — Hernia;  Warren  R.  Johnson,  M.D., 
February  23 — T and  A;  Bernadine  Z.  Paulshock,  M.D.,  March  2 — 
Diabetes.  The  Society  still  needs  volunteers  for  the  program. 

The  Medical  Society  of  Delaware  is  working  with  the  Teenage  Program, 
sponsored  by  the  National  Foundation.  Members  who  have  addressed 
groups  on  careers  in  medicine  within  the  past  few  weeks  are  Bernadine 
Paulshock,  M.D.,  at  the  Claymont  High  School;  Robert  T.  Beattie,  M.D., 
at  the  William  Penn  High  School,  New  Castle;  Jason  Campbell,  M.D., 
at  the  de  la  Warr  High  School  on  the  TAP  program;  Gustave  Berger, 
M.D.,  at  the  Stanton  Junior  High  School  on  endocrine  system. 

Serious  doubt  has  been  expressed  by  the  American  Academy  of  Pediatrics 
concerning  the  usefulness  of  gamma  globulin  in  preventing  rubella  among 
pregnant  women.  In  the  Academy’s  January  Newletter,  physicians  were 
advised  to  proceed  on  the  “assumption  that  there  is  still  no  firm  evidence 
that  immune  gamma  globulin  is  effective  in  reducing  the  risk  of  congenital 
anomalies.”  Physicians  have  continued  to  use  it  in  the  hope  that  a few 
malformations  might  be  prevented,  creating  an  acute  shortage  in  epidemic 
years  and  diverting  the  product  from  other  diseases  where  it  has  an 
established  value,  says  the  Academy. 
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Human 

Reproduction 

Program 

Believing  that  the  medical  profession  should  accept  a major  responsibility 
in  matters  related  to  human  reproduction,  the  AMA  will  undertake  a 
physician-oriented  progam  of  sex  and  birth  control  information.  Topics 
such  as  criminal  and  therapeutic  abortion  and  sterility  will  also  be  con- 
sidered. This  however,  does  not  imply  that  the  AMA  itself  will  partici- 
pate in  a program  of  disseminating  birth  control  information  to  the  public. 

Nutritional 

Disorders 

Government  representatives  from  all  over  the  world  will  meet  in  New 
Orleans  in  November,  1965  for  a Western  Hemisphere  Conference  on 
nutrition,  sponsored  by  the  AMA’s  Council  on  Foods  and  Nutrition. 
Concerned  for  nutritional  problems  the  world  over,  the  Council’s  objec- 
tives will  be  to  disseminate  nutritional  information  to  the  profession  and 
public  through  articles,  pamphlets,  books  and  other  means. 

Glaucoma  Film 
Release 

“ Glaucoma  Screening,  A Three  Minute  Test  For  A Life-time  of  Sight — ” 
is  being  produced  for  the  Neurological  and  Sensory  Disease  Service  Pro- 
gram of  the  PHS.  It  will  illustrate  five  effective  types  of  glaucoma 
screening  programs  in  the  community.  It  may  be  purchased  from:  DuArt 
Film  Laboratories,  Inc.,  245  West  55th  St.,  NYC,  10019,  or  may  be 
obtained  on  a short-term  loan  from:  PHS  Audiovisual  Facilities,  Atlanta, 
Ga.  30333. 

New  Pamphlet 

Cancer  of  the  Stomach  (PHS  Publication  No.  1237)  has  recently  been 
prepared  by  the  National  Cancer  Institute  to  give  the  public  a clearer 
understanding  of  the  disease.  Although  stomach  cancer  has  occurred 
less  frequently  in  the  U.S.  in  the  last  several  decades,  an  estimated  19,000 
American  die  from  it  each  year.  Most  physicians  believe  the  danger  is 
not  so  much  that  ulcers  may  lead  to  cancer  but  that  they  may  mask 
stomach  cancer  and  thus  delay  proper  treatment.  In  cases  of  what 
appears  to  be  stomach  ulcers,  repeated  x-ray  examinations  should  accom- 
pany the  ulcer  treatment  to  make  sure  that  a malignant  tumor  is  not 
present  and  growing.  Single  copies  of  this  booklet  are  available  without 
charge  from  the  PHS,  Washington,  D.C.  20201  or  may  be  purchased  in 
quantity  from  the  Superintendent  of  Documents  at  5c  a copy  or  $3.25 
per  hundred. 

Brief  Briefs 

• A new  “taper  end”  capsule  has  been  adopted  as  a trademark  for  Smith 
Kline  and  French  to  provide  a distinctive  and  readily  identifiable  appear- 
ance for  all  its  products  in  capsule  form.  Stocks  of  products  in  the  old 
shape  will  be  used  up  as  there  has  been  no  change  in  the  composition 
itself  or  the  price.  Pharmacists  are  being  supplied  with  explanatory 
stickers  for  use  with  refill  prescriptions. 

• A revised  Manual  of  Standards  in  Obstetric-Gynecologic  Practice 
(second  edition)  will  be  available  after  March  1st.  it  is  designed  for 
physicians,  nurses,  hospital  administrators  and  other  personnel  as  a guide 
in  providing  proper  facilities  and  care  for  obstetric  and  gynecologic  pa- 
tients. The  Manual  will  be  distributed  gratis  to  all  Fellows  and  Junior 
Fellows;  cost  to  others  is  $2.50  per  copy  with  a 10%  discount  on  orders 
of  25  copies  or  more.  Orders  may  be  sent  to  the  College,  79  West  Mon- 
roe, Chicago,  111.  60603. 
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A PROPOSAL 


William  H.  Duncan,  M.D. 


Much  has  been  written  in  both  the  Ameri- 
can and  British  medical  literature  about  the 
growing  trend  in  Emergency  Room  care 
throughout  this  nation  and  Great  Britain. 
Locally,  to  meet  this  need,  the  Delaware 
Hospital  created  in  1962,  a full  Department 
of  Emergency  Services  with  a part  time 
Director  and  four  employed  physicians.  The 
efficiency  and  utilization  of  the  Emergency 
Room  within  this  hospital  has  proven  this 
system  to  be  effective. 

Numerous  recent  meetings  have  been  held 
locally  in  which  the  medical  service  of  the 
community  has  been  discussed  with  the  idea 
of  eventual  hospital  merger  taking  place.  At 
the  present  time  with  the  community  expect- 
ing care  to  be  provided  to  the  community  in 
the  form  of  clinics,  and  with  the  clinics  hav- 
ing very  strict  hours,  much  must  be  evaluated 
and  changed.  This  trend  of  the  Emergency 
Room  becoming  a twenty-four  hour  a day, 
seven-day-a-week  screening  clinic  cannot  fore- 
seeably  be  checked.  A primary  reason  is  the 
fact  that  all  the  emergency  services  within 
New  Castle  County  are  too  efficient.  Private 
and  clinic  type  patients  can  present  them- 
selves to  a local  emergency  room  with  any 

complaint  ,and  within  a relatively  few  minutes 
their  primary  chief  complaints  are  screened, 
treated,  and  disposed  of.  In  a doctor’s  office 
they  may  have  to  wait  thirty  to  sixty  minutes. 
This  efficiency,  however,  is  destroying  the 
concept  of  hospitals  providing  real  emeregncy 
care.  What  is  to  be  done?  Should  the  hos- 
pitals meet  this  social  trend,  or  should  some- 
thing be  done  to  check  it,  change  it,  or  retard 
it? 

As  this  idea  of  merger  grows  stronger  and 
stronger,  a complete  Department  of  Out-Pa- 
tient Services  must  be  considered  as  a com- 
plete and  specific  entity.  This  proposal  asks: 
“ What  better  group  is  more  qualified  than 


the  General  Practitioners  to  become  the  Ad- 
visors, Consultants,  Attending  Chiefs,  Associ- 
ates, and  Assistants  in  the  determination  and 
the  management  of  all  out-patient  services 
within  the  local  community ?”  This  would 
include  clinics  and  emergency  rooms.  In  ad- 
dition, the  continuity  of  total  medical  in- 
patient and  out-patient  care  could  be  en- 
hanced. 

Emergency  Room  physicians  would  only 
screen  patients,  and  if  it  is  found  that  the 
particular  problem  is  not  an  emergency,  the 
patient  would  be  sent  to  a 24-hour-a-day 
screening  clinic  set  up  somewhere  within  the 
confines  of  our  county  where  excellent  out- 
patient care  could  be  provided. 

This  would  mimic  the  use  of  a doctor’s 
office.  It  would  keep  a definite  doctor-patient 
relationship,  as  the  physician  involved  would 
also  be  responsible  for  follow-up  or  hospital- 
ization. It  could  also  take  over  the  duties 
of  the  New  Castle  County  Medical  Society 
Emergency  Call  System.  Private  doctors 
would  be  compensated  for  their  services  by 
the  patients,  in  advance,  as  all  this  would  be 
elective  on  the  patient’s  part  or  funds  could 
be  provided  by  such  agencies  that  had  al- 
ready accepted  payment  for  many  of  these 
type  persons.  If  it  is  recognized  as  a pure 
community  service,  then  tax  funds  should 
be  sought. 

A pilot  program  could  be  set  up  using 
foundation  or  government  monies.  Definitive 
out-patient  services  could  be  defined  within 
the  community.  The  fact  that  the  public 
desires  this  service  is  too  evident  in  the  pres- 
ent use  of  Emergency  Rooms.  City  businesses 
are  moving  to  suburban  “shopping  centers,” 
but  the  city’s  out-patient  medical  care  in  the 
hospital’s  emergency  room  grows  ten  per 
cent  per  annum,  or  more. 
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A Proposal — Duncan 


It  must  be  remembered  that  medicine  is 
an  art  and  a science  that  must  always  be  kept 
above  reproach  and  criticism.  That  medicine 
and  the  physician-patient  relationship, 
whether  through  clinic  or  private  means,  must 
be  held  above  all  other  considerations  regard- 
less of  the  efficiency  involved.  All  society  or 
the  community-at-large  is  involved  and  has 
definite  responsibilities  to  see  that  adequate 
medical  care  is  provided  to  all  who  need  it. 

One  other  consideration  would  be  the  pro- 
vision of  an  excellent  training  opportunity  in 
out-patient  care.  All  of  us  who  are  physicians 
know  that  our  primary  training  dealt  with 
90-95%  out-patient  care.  New  physicians 


must  be  trained  in  out-patient  care. 

This  proposal  supports  merger  with  all  its 
ramifications.  It  particularly  supports  merger 
of  all  out-patient  services  within  the  greater 
Wilmington  area.  It  supports  the  use  of 
Emergency  Rooms  as  emergency  rooms.  It 
primarily  supports  the  premise  that  people 
within  the  community  who  are  ill  or  injured, 
who  need  medical  care,  must  have  their  own 
private  doctors  to  rely  on,  or  medical  care 
provided  by  private  physicians  on  an  efficient 
and  around-the-clock  basis,  leaving  Emer- 
gency Rooms  for  emergencies. 

The  key  is  merger,  primarily — merger  of 
all  out-patient  services. 


MILK  OF  CALCIUM  RENAL  STONE 

( Continued  from  Page  39) 

in  the  gallbladder.  This  became  known, 
commonly,  as  milk  of  calcium  bile.  Three 
cases  of  milk  of  calcium  bile  in  the  common 
duct  associated  with  impacted  calculi  at  the 
ampulla  of  Vater  had  been  reported  by  Cohen 
& Simons.  These  four  cases  support  the  im- 
pression that  milk  of  calcium  renal  stone  also 
exists  as  an  entity.  The  recognition  of  this 
disease  will  promote  understanding  of  this 
peculiar  shadow  on  the  decubitus  film.  It 
will  also  promote  understanding  of  the  pecul- 
iar shadow  when  it  is  seen  along  with  other 
gastro-intestinal  studies. 


Treatment 

Surgical  intervention  is  recommended  when 
there  is  characteristic  pain  or  persistent  py- 
uria from  the  involved  kidney  in  spite  of 
appropriate  medical  therapy. 

According  to  Pulman,  surgery  should  con- 
sist of  eradication  of  the  diverticulum  lining 
and  obliteration  of  the  communicating  chan- 
nel. The  presence  of  the  milk  of  calcium 
stone  alone  is  not,  in  the  author’s  opinion,  an 
indication  for  surgery. 
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EDITORIALS 

( Continued  from  Page  41) 

and  by  taking  pains  to  see  that  the  reports 
are  complete  as  well  as  prompt,  you  are 
helping  him  toward  peace  of  mind  and  finan- 
cial security. 

If  the  medical  reports  are  slow  in  coming 
in,  or  incomplete,  the  patient’s  claim  is  de- 
layed or  even  denied,  since  the  law  provides 


that  he  must  have  a disability  which  is  “medi- 
cally determinable.” 

To  the  effect  of  an  illness  itself,  no  doctor 
would  willingly  add  the  torments  of  “the 
law’s  delay;”  yet,  if  you  put  these  requests 
on  the  bottom  of  your  pile,  or  set  them  aside 
to  do  “tomorrow,”  or  run  your  pen  over  them 
hastily,  this  delay  keeps  your  patient  in  sus- 
pense and  perhaps  in  actual  want. 


• Women  decidedly  are  the  “safer  sex”  when  it  comes  to  accidents,  ac- 
cording to  the  Health  Insurance  Institute. 

• “Home  Sweet  Home”  is  still  the  top  accident  location.  By  age  group- 
ings, children  under  6 have  a greater  accident  rate  than  any  other  classi- 
fication. 
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PROFILE  OF  KENT 
COUNTY  AUXILIARY  PRESIDENT 


The  new  President  of  the  Kent  County 
Medical  Society  Woman’s  Auxiliary  was  born 
and  raised  “among  the  hills  of  West  Virginia 
in  the  lovely  city  of  Huntingdon.  Upon  com- 
pletion of  her  high  school  education,  Virginia 
entered  Hampton  Institute  in  Virginia,  where 
she  spent  four  formative  and  wonderful  years 
in  becoming  a teacher  of  Social  Studies  and 
Physical  Education. 

Virginia’s  teaching  career  began  in  the 
quaint  town  of  Princess  Anne,  Maryland 
where  she  met  Edward  who  had  just  gradu- 
ated from  Lincoln  University  and  was  con- 
templating a career  in  Medicine.  World  War 
II  interrupted  his  plans  to  pursue  his  medical 
education  ,and  their  courtship  was  continued 
through  correspondence.  While  Edward 
moved  to  the  rank  of  Second  Lieutenant  in 
the  Army,  Virginia  moved  from  secondary 
level  teaching  to  a college  career  in  physical 
education  and  health,  and  obtained  an  M.A. 
degree  from  New  York  University. 

At  this  time,  Virginia  decided  that  her 
place  on  the  homefront  was  aiding  the  war 
effort,  and  served  in  the  capacity  of  assistant 
director  of  the  Defense  Recreational  Center 
at  the  Harlem  YWCA.  Love  won  out  and 
the  Dennises  were  married,  followed  by  a 
honeymoon  trip  to  Fort  Huachuca,  Arizona, 
and  there  they  lived  until  the  division  was 
transported  to  Italy.  Their  first  son,  Edward 
was  born  while  his  father  was  overseas. 

Virginia  was  offered  an  opportunity  to  re- 
sume her  teaching  career  again  at  Hampton 
Institute,  and  it  was  here  that  Edward  re- 


MRS. EDWARD  S.  DENNIS 


joined  his  family  upon  his  release  from  the 
service.  Her  husband  then  decided  to  take 
some  refresher  courses  in  science  while  wait- 
ing to  enter  medical  school  in  the  following 
year.  Their  only  daughter,  Carolee,  was 
born,  and  to  quote  Virginia,  “added  to  the 
budget  for  the  medical  school  expenses.” 

Upon  completion  of  his  internship  in  New 
York,  Edward’s  love  of  fishing,  boating  and 
hunting  found  the  Dennises  answering  the 
call  for  a doctor  in  Crisfield,  a town  along  the 
Eastern  Shore,  the  land  of  Edward’s  birth. 
Then  the  call  for  a doctor  came  from  Dover, 
and  after  four  months,  the  family  moved  to 
Delaware,  which  still  had  the  flavor  and 
characteristics  of  the  lower  shore,  which  they 
so  dearly  love. 

Two  more  sons  have  been  added  to  the 
Dennis  clan,  and  extended  Virginia’s  service 
in  Little  Leagues,  Cub  Scouts,  and  PTA. 
Not  content  with  her  accomplishments,  which 
also  include  membership  in  the  local  Red 
Cross,  USO  Council,  NAACP  Board  and 
Delta  Sigma  Theta  Sorority,  Virginia  has 
again  entered  the  field  of  teaching.  Her 
eldest  son  is  in  the  Merchant  Marine  Aca- 
demy, Carolee  is  a senior  at  Dover  High 
School,  and  the  two  youngest  boys  are  ma- 
triculating at  South  Dover  Elementary 
School.  Loving  the  fulfillment  of  teaching, 
Virginia  has  accepted  the  responsibility  of 
serving  as  full  time  instructor  of  Physical 
Education  at  Delaware  State  College. 
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PROCEEDINGS  OF  THE 
HOUSE  OF  DELEGATES 


Part  III 


REPRESENTATIVE  TO  THE  DELAWARE 
ACADEMY  OF  MEDICINE,  INC. 

There  has  been  an  increase  in  the  utilization 
of  the  facilities  in  the  activities  of  the  Delaware 
Academy  of  Medicine. 

Plans  are  being  considered  for  enlarging  the 
Academy  building  to  accommodate  those  groups 
engaged  in  some  phase  of  health  service  who  have 
applied  for  quarters  in  the  Academy.  The  need 
for  a parking  lot  is  more  apparent  than  ever. 

We  are  pleased  to  report  that  the  Academy  is 
being  recognized  more  and  more  as  an  institution 
which  is  available  to  the  general  public. 

Our  program  for  education  loans  to  students  of 
medicine  and  dentistry  is  progressing  with  loans 
having  been  made  to  twenty-six  persons. 

The  recently  Combined  Medical  Conference  of 
the  Departments  of  Medicine  of  the  three  non- 
sectarian general  hospitals  in  Wilmington  have 
been  conducted  in  the  Academy.  The  professional 
quality  of  these  conferences  has  been  most  im- 
pressive as  has  the  attendance  of  house  officers  and 
staff  members.  A similar  program  in  the  field 
of  Gynecology  and  Obstetrics  involving  the  same 
hospital  staffs  is  to  be  instituted  on  September  14. 
1964. 

The  report  prepared  for  the  Medical  School 
Feasibility  Survey  Committee  of  the  Delaware 
Academy  of  Medicine,  Inc.,  has  been  received  with 
profound  interest  by  the  people  of  Delaware. 

It  is  believed  that  this  was  one  of  the  most  im- 
portant assignments  ever  made  to  a committee  of 
the  Academy. 

To  our  lay  friends  and  the  University  of  Dela- 
ware we  extend  our  thanks  and  appreciation  for 
the  funds  and  advice  which  have  made  possible 
our  program  of  educational  loans  to  students  and 
the  Delaware  Medical  School  Feasibility  Survey. 

Respectfully  Submitted, 
Victor  D.  Washburn,  M.D. 

The  report  was  accepted. 

LIAISON  REPORTS 

AMERICAN  CANCER  SOCIETY, 

DELAWARE  DIVISION 

Professional  Education  and  Training 

Medical  Affairs  Literature 

CA-Journal  for  Clinicians  — subscriptions  to 
all  physicians,  schools  of  nursing.  Visiting  Nurse 
Association  and  hospital  staff  rooms. 


CANCER  NEWS- — subscriptions  as  above. 

JOURNAL  CANCER — To  all  hospital  libraries 
and  Academy  of  Medicine.  Books  and  Publica- 
tions in  amount  of  $279.70  to  Delaware  Aca- 
demy of  Medicine. 

Monographs  Cancer  of  Colon  and  Bone  Can- 
cer to  all  physicians. 

Literature  supplied  to  Lie.  Practical  Nurses 
Workshop  and  Nursing  Home  Operators’  Con- 
ference. 

4,968  pieces  of  medical  affairs  literature  dis- 
tributed to  dentists,  nurses,  physicians  and 
nursing  students. 

Visiting  Lecturer 

Hazen  J.  Baron,  M.D.,  for  Dental  Society, 
June  13,  1964. 

Scholarships 

Six  undergraduate  scholarships  at  University 
of  Delaware  amounting  to  $3,000. 

Professional  Information 

Five  resident  physicians  to  scientific  sessions 
of  American  Cancer  Society,  Oct.  21-22,  1963; 
two  resident  physicians  to  Leukemia  Sym- 
posium May  22,  1964  (expenses  paid  by  Divi- 
sion). 

Dr.  Ruben  Teixido,  liaison  physician  — two 
trips  to  Memorial  Hospital  (New  York)  clinics. 
Film  Showings 

11  Kent  County 

25  New  Castle  County 
Speakers  Bureau 

Fifty-two  New  Castle  County  physicians  vol- 
unteered as  speakers. 

Twenty-seven  New  Castle  County  physicians 
filled  35  speaking  dates. 

Six  physicians  participated  in  four  radio 
programs  (New  Castle) 

Two  Kent  County  physicians  filled  speaking 
dates. 

One  Sussex  County  physician  filled  speaking 
date. 

Grants-In-Aid  and  Research 

Renewal  of  grant  for  infusion  study  at  Mem- 
orial Hospital,  Wilmington.  Robert  W.  Frelick, 
M.D.,  chief  investigator. 

Approved  new  grant  for  study  of  intra  lym- 
phatic diagnosis  and  treatment  of  malignant 
disease.  Robert  L.  Meckelnburg,  M.D.,  chief 
investigator. 

Fifteen  thousand  dollars  additional  grant  to 
National  research. 

Public  Health  Education  Committee 
Business  and  Industry 

Forty  companies  had  cancer  education  pro- 
grams for  employees — eight  used  films. 
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Thirty-one  thousand  eight  hundred  forty-four 
pieces  of  literature. 

One  hundred  sixty-four  posters. 

Clubs  and  Organizations 

Thirty-eight  film-speaker  programs. 

Churches  and  Neighborhoods 
Nine  programs 
Schools  and  Colleges 

Two  hundred  thirty  film  showings — 31,450 
estimated  audience,  secondary  schools. 

Eighty-two  filmstrip  kits — elementary  schools 
Eleven  thousand  six  hundred  ninety  pieces 
of  literature 
Literature 

Sixty-five  thousand  nine  hundred  sixty-eight 
pieces  in  educational  programs. 

One  hundred  twenty  thousand  educational 
pieces  distributed  during  Crusade. 

Exhibits 

State  PTA  Convention 

Delaware  State  Educators  Association 

Delaware  State  Fair  at  Harrington,  Delaware 

Cooperative  Programs  with  Delaware  Heart  Assoc. 

and  Delaware  Tuberculosis  and  Health  Society 

1.  A medical  speaker  for  the  Health  and  Physical 
Education  Section  of  the  Delaware  State  Edu- 
cation Association. 

2.  A display  for  DSEA  Meeting  at  P.  S.  duPont 
H.S. 

3.  A conference  on  smoking  and  health  for  dele- 
gates from  Senior  High  Schoolsi  public,  paro- 
chial and  private — statewide),  Jan.  25,  1964. 

4.  A conference  on  smoking  and  health  for  dele- 
gates from  Junior  High  Schools  (New  Castle 
County),  Feb.  6,  1964. 

5.  A Press  Conference  for  editors  of  New  Castle 
County  school  papers  (co-sponsored  by  News- 
Journal)  April  11,  1964. 

6.  A display  for  State  PTA  Convention. 

7.  Distributed  34,700  pieces  of  literature. 

State  Board  of  Health  Report 

Film  Service — (Oct.  1,  1963-July  1,  1964) 
Eighteen  film  showings  schools  and  colleges 
Three  film  showings  organizations 
Filmstrip  distribution — two  schools 
I print  of  “Million  Club”  placed  with  Board  of 
Health  on  permanent  loan  from  ACS. 

Distributed  literature 


Patient  Service 

New 

Castle 

Kent 

Sussex 

Total 

New  applications 
approved 

93 

23 

26 

142 

Total  patients 
assisted 

132 

30 

42 

204 

Drugs  supplied 

32 

10 

38 

80 

Aid  with  hospital 
bills 

4 

11 

11 

26 

Homemaker  service 

1 

— 

— 

1 

Transportation 

5 

7 

2 

14 

Equipment  from 


loan  closet 

29 

6 

3 

38 

Dressings  pt’s 
Visting  Nurse 

38 

12 

16 

66 

Association 
Home  Care  (Del. 

63 

— 

— 

63 

Hosp.) 

1 

— 

— 

1 

Other* 

7 ' 

— 

8 

15 

Transferred 
Room  & Board 

1 

— 

1 

2 

while  receiving 

treatment  — — 2 2 

*Colostomy,  ileostomy,  etc.  equipment 

Dressings  Distributed 

Dressings  Bedpads  Gowns 
32,258  2,395  21 

14,352  73  21 

18,372  80 


64,982  2,548  21 

Respectfully  submitted, 

O.  N.  Stern,  M.D.,  Chairman 

The  report  was  accepted. 

DELAWARE  TUBERCULOSIS 
AND  HEALTH  SOCIETY 

Statistics  obtained  from  the  department  of  Vital 
Statistics  of  the  Delaware  State  Board  of  Health 
indicate  that  up  to  August  1964  there  has  been  a 
slight  decrease  in  new  tuberculosis  cases  diagnosed 
in  comparison  with  the  same  period  in  1963.  In 
1964 — 82  cases;  in  1963 — 85  cases.  At  last  count 
534  residents  were  receiving  treatment  in  the  hos- 
pital or  at  home. 

The  mobile  unit  teams  of  the  Society  and  the 
State  Board  of  Health  continue  to  lead  the  attack 
on  the  case  detection  front.  Approximately  75,000 
PFX  x-rays  are  taken  each  year  by  the  mobile 
units  and  at  the  Society.  There  is  an  increased 
emphasis  being  placed  on  tuberculin  testing  the 
pre-school  child.  The  annual  tuberculin  testing 
program  of  the  first  grade  children  in  the  City  of 
Wilmington  has  proven  its  worth.  Starting  in 
September  1963,  this  type  testing  is  being  done 
statewide  on  a cooperative  basis  with  the  private 
physicians,  the  Department  of  Public  Instruction, 
State  Board  of  Health  and  the  Society.  The  Society 
furnished  without  cost  the  tuberculin  test  to  the 
schools  and  also  to  the  private  physicians. 

The  migrant  labor  program  is  carried  on  as 
previously  with  increasing  success.  It  may  be  that 
through  the  annual  program  one  more  source  of 
infection  may  have  been  closed.  This  year  there 
were  less  active  cases  of  Tuberculosis  detected  in 
this  group.  However,  the  coverage  was  just  as 
intense  as  previously. 

Another  step  in  the  detection  program  has  been 
the  setting  up  of  an  x-ray  screening  unit  at  the 
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Kent  County 
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Correctional  Institution.  An  x-ray  is  taken  at  the 
time  of  admission. 

The  fifth  annual  endowed  lecture  on  some  phase 
of  respiratory  disease,  jointly  sponsored  by  the 
Delaware  Academy  of  Medicine  and  the  Delaware 
Tuberculosis  and  Health  Society  will  have  George 
W.  Wright,  M.D.,  Head,  Medical  Research  Depart- 
ment, St.  Luke’s  Hospital,  Cleveland,  Ohio. 

This  year  the  paper  will  be  presented  in  con- 
nection with  the  Regional  meeting  of  the  American 
College  of  Physicians.  This  is  in  keeping  with 
excellent  previous  presentations. 

The  Society  is  increasing  its  work  in  the  respira- 
tory disease  area  through  cooperation  with  the 
Pulmonary  Function  Laboratory  of  the  Delaware 
Hospital.  The  treatment  center  at  the  Emily  P. 
Bissell  Hospital  is  receiving  attention  and  support 
by  the  Society. 

In  line  with  the  increased  attention  to  the 
respiratory  disease  program,  physicians  are  now 
receiving  special  designed  information  regarding 
the  development  and  research  in  this  area.  The 
Conference  on  Smoking  and  Health  held  for  high 
school  students  is  another  step  in  prevention  of 
respiratory  diseases.  This  Conference  was  jointly 
sponsored  by  the  American  Cancer  Society,  Dela- 
ware Division,  Delaware  Heart  Association  and  the 
Delaware  Tuberculosis  and  Health  Society. 

The  Society’s  activities  include  case  detection, 
nursing  care  in  cooperation  with  the  Wilmington 
Visiting  Nurse  Association,  rehabilitation,  nurses 
scholarships  at  the  University  of  Delaware,  re- 
search in  pulmonary  function,  Parlett  Gel  Diffusion 
test  as  developed  by  Dr.  Robert  C.  Parlett,  Pro- 
fessor of  Microbiology,  George  Washington  Uni 
versity,  “Drug  Resistant  Tuberculosis”  by  Dr.  Wil- 
liam Harris,  Professor  of  Medicine,  Woman’s  Medi- 
cal College  in  Philadelphia. 

Respectfully  submitted 
Gerald  A.  Beatty,  M.D. 

The  report  was  accepted. 

THE  VOCATIONAL  REHABILITATION 
COMMISSION 

The  State  Vocational  Rehabilitation  Program  has 
continued  to  establish  new  records  in  the  number 
of  persons  rehabilitated  during  the  past  fiscal  year. 
This  year’s  total  is  562  as  compared  with  542,  which 
was  in  1963.  In  addition,  930  people  were  in  the 
process  of  being  rehabilitated  or  being  investigated 
for  this  purpose.  A grand  total  of  9,307  people 
have  been  rehabilitated  since  the  State  program 
began  in  Delaware. 

As  in  the  past,  the  majority  of  these  people  were 
unemployed  at  the  time  of  referral.  The  past  year 
th  number  was  89  percent.  As  pointed  out  in 
previous  annual  reports,  many  of  these  people  were 
welfare  cases  who,  following  rehabilitation,  became 


self-employed,  and  thus  relieved  the  tax  burden 
in  the  State,  as  well  as  becoming  self-supporting 
citizens. 

In  terms  of  percent  of  people  being  rehabilitated, 
Delaware  ranked  eighth  in  the  Nation.  The  National 
average  being  63  rehabilitations  per  100,000  popu- 
lation. The  figures  in  Delaware  were  122  per 
100,000  population.  The  record  certainly  deserves 
the  Medical  Society’s  support  and  approbation  of 
the  State  Rehabilitation  Program.  In  recent  years, 
more  stress  has  been  placed  upon  rehabilitation 
of  the  mentally  ill;  a field  which  has  long  been 
neglected.  It  is  encouraging  to  note  that  the 
Rehabilitation  Program  in  Delaware  ranks  so  favor- 
ably in  the  Nation  and  continues  its  outstanding 
performance  in  rehabilitation  of  Delaware  citizens. 

Respectfully  submitted, 

S.  Ward  Casscells,  M.D. 

The  report  was  accepted. 

THE  DELAWARE  CHAPTER  OF  THE 
AMERICAN  DIABETES  ASSOCIATION 

The  Delaware  Diabetes  Association  again  has 
had  an  active  year  of  public  and  professional  edu- 
cation, and  through  the  activities  of  the  professional 
and  lay  societies  of  the  Delaware  Diabetes  Associa 
tion  have  again  had  a very  active  detection  program 
during  November  of  1963. 

During  this  time  493  feasting  blood  sugars  were 
performed,  and  18,500  dry  paks  were  distributed. 
There  were  190  previously  unknown  diabetics  dis- 
covered during  this  time  and  referred  to  their 
physicians  for  appropriate  care. 

Workshops  for  the  parents  and  families  of  dia- 
betic children  were  continued  along  with  other 
workshops  for  the  diabetic  patient,  and  two  forums 
were  held,  the  first  in  November  of  1963  with  the 
theme  “Don’t  Dare  Delay — Check  Diabetes  Today,” 
and  the  second,  an  equally  successful  forum,  on 
April  29. 

Dr.  Elaine  P.  Ralli  spoke  at  the  Delaware  Acad- 
emy of  Medicine  on  the  Management  of  the  Young 
Diabetic  in  conjunction  with  sponsorship  by  the 
Delaware  Academy  of  Medicine  and  the  New 
Castle  County  Medical  Society. 

A modest  program  of  camperships  for  diabetic 
children  was  initiated  this  year  with  two  children 
being  sponsored  at  camp  with  partial  tuition  paid 
by  the  Society,  and  this  along  with  other  projects 
I hope  will  be  improved  as  donations  continue  to 
come  to  the  Society  for  the  camper  scholarship 
fund. 

Funds  for  the  general  activities  of  the  Society 
have  improved  somewhat  during  this  year,  although 
the  fund-raising  policy  has  always  been  very  modest, 
and  increased  activity  for  fund-raising  will  be  re- 
quired to  meet  the  expenses  of  the  Association 
program. 
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There  are  currently  eighty  physicians  who  are 
members  of  the  professional  group  of  the  Society, 
but  as  in  the  past,  activities  have  not  been  as 
active  as  desirable.  Future  programs  are  planned 
to  improve  participation  throughout  the  State. 

Respectfully  submitted, 
Herbert  M.  Baganz,  M.D. 
The  report  was  accepted. 

REPORT  OF  THE 
COMMITTEE  ON  NOMINATIONS 

The  Committee  on  Nominations  has  met  and 
considered  positions  to  be  filled  for  the  year  Sep- 
tember, 1964  to  October,  1965.  We  respectfully 
submit  the  following  nominations: 

Vice  President — Allston  J.  Morris,  M.D. 

Secretary — Joseph  W.  Abbiss,  M.D. 

Treasurer — Allan  D.  King,  M.D. 

Representative  to  the  Delaware  Academy  of  Medi- 
cine— Victor  D.  Washburn,  M.D. 

Trustees  of  Group  Hospital  Service,  Inc. 

Herbert  M.  Baganz,  M.D. 

William  B.  Cooper,  M.D. 

James  B.  McClements,  M.D. 

H.  Thomas  McGuire,  M.D. 

Karl  S.  Russell,  M.D. 

Allen  H.  Seeger,  M.D. 

Committee  on  Budget 

Allen  D.  King,  M.D.,  Chairman 
Charles  Allen,  M.D. 

Alfred  E.  Bacon,  M.D. 

W.  Phillip  Portz,  M.D. 

Charles  Walker,  Jr.,  M.D. 

Committee  on  Public  Laws 

William  O.  LaMotte,  Jr.,  M.D.,  Chairman 
Rhoslyn  J.  Bishoff,  M.D. 

John  J.  Lazzeri,  M.D. 

James  E.  Marvil,  M.D. 

William  J.  Vandervort,  M.D. 

Committee  on  Publications 

A.  Henry  Clagett,  Jr.,  M.D.,  Chairman 
Joseph  W.  Abbiss,  M.D. 

Davis  G.  Durham,  M.D. 

Committee  on  Program 

Alfred  R.  Shands,  Jr.,  M.D.,  Chairman 
J.  Leland  Fox,  M.D. 

Otakar  J.  Poliak,  M.D. 

Nominees  to  the  Board  of  Medical  Examiners 

James  E.  Marvil,  M.D. 

Gerald  A.  Beatty,  M.D. 

Arthur  F.  Zimmerman,  M.D. 

Oliver  A.  James,  M.D. 

James  R.  McNinch,  M.D. 

Alfred  E.  Bacon,  Jr.,  M.D. 

William  B.  Cooper,  M.D. 

Lawrence  M.  Baker,  M.D. 

Allston  J.  Morris,  M.D. 

William  J.  Holloway,  M.D. 

Respectfully  submitted, 
Gerald  A.  Beatty,  M.D.,  Chairman 
The  report  was  accepted. 


RESOLUTION  NO.  1 

Education  Relating  to  the  Harmful  Effects  of 
Smoking 

WHEREAS  the  Surgeon  General’s  report  on 
Smoking  and  Health  has  reported  that  there  is  a 
causal  relationship  between  smoking  and  cancer, 
smoking  and  bronchitis,  ■ smoking  and  emphysema, 
and  strong  evidence  of  an  association  between 
smoking  and  cardiovascular  disease,  and 

WHEREAS,  the  AMA  has  recognized  the  need  to 
point  out  the  effect  on  the  young  of  the  use  of  toxic 
materials  including  tobacco,  and  recommends  that 
this  information  should  be  disseminated  in  our 
schools,  and 

WHEREAS,  the  NEA  has  encouraged  education 
about  the  harmful  effects  of  tobacco  and  investiga- 
tion into  the  relationship  between  intellectual 
achievement  and  emotional  adjustment  and  the 
smoking  habit  in  teenagers,  therefore  be  it 

RESOLVED  that  the  Medical  Society  of  Dela- 
ware urge  elementary  and  secondary  schools  to 
include  comprehensive  and  sequential  programs  on 
smoking  in  their  health  education  curricula  starting 
in  the  elementary  grades,  and  be  it  further 

RESOLVED  that  schools,  physicians,  health  de- 
partments, and  other  community  agencies  cooperate 
in  an  aggressive  program  designed  to  discourage 
children  from  starting  the  smoking  habit  and  to 
influence  youth  who  are  smoking  to  discontinue 
the  habit. 

Reference  Committee  Report  on  Resolution  No.  1 

Mr.  Chairman,  Resolution  I reports  correctly  that 
the  Surgeon  General  of  the  United  States  Public 
Health  Service  has  reported  a causal  relationship 
between  the  smoking  of  cigarettes  and  several  dis- 
eases, and  that  the  American  Medical  Association 
has  pointed  out  a need  for  the  education  of  school 
children  concerning  the  use  of  toxic  materials,  in- 
cluding tobacco.  Your  committee  is  not  aware  of 
any  evidence  of  a relationship  between  intellectual 
achievement,  emotional  adjustment  and  smoking  in 
teenagers.  We  do  not  believe  that  the  mere  inves- 
tigation of  this  factor,  without  conclusions,  should 
properly  be  considered  a cause  for  action.  However, 
the  Committee  believes  that  the  educational  intent 
of  this  resolution  is  wholly  warranted,  and  recom- 
mends the  adoption  of  both  “resolved”  clauses,  and 
of  the  first  two  “whereas”  clauses. 

The  resolution  was  adopted. 

RESOLUTION  NO.  2 
Consumer  Education 

WHEREAS,  the  American  people  spend  an  esti- 
mated billon  dollars  a year  on  unneeded  health  and 
sometimes  harmful  health  and  health-related  pro- 
ducts, and 

WHEREAS,  many  of  today’s  consumers  are  unable 
to  discriminate  among  qualified  health  personnel, 
irregular  practitioners,  and  members  of  the  healing 
cults,  and 
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WHEREAS,  unqualified  health  cultists  and  un- 
ethical advertisers  resort  to  misinterpretations,  mis- 
conceptions and  misrepresentations  to  sell  their 
services,  and  their  products,  and 

WHEREAS,  these  practices  of  purchasing  unneed- 
ed health  products,  of  being  unable  to  discriminate 
among  health  personnel,  and  of  believeing  unethical 
advertising  result  in  the  delay  of  or  in  the  lack  of 
needed  medical  care,  and 

WHEREAS,  carefully  organized  and  properly  in- 
tegrated consumer  educations,  within  the  health 
curriculum,  could  prepare  future  generations  to 
critically  evaluate  claims  made  for  health  produedts 
and  health  services,  therefore  be  it 

RESOLVED  that  the  schools  in  every  community 
be  encouraged  to  incorporate  appropriate  units  on 
consumer  education  into  their  health  education 
programs,  and  be  it  further 

RESOLVED  that  competency  in  critical  analysis 
of  advertising  and  ability  to  discriminate  between 
qualified  and  unqualified  health  personnel  be  the 
goal  of  such  instruction,  and  be  it  further 

RESOLVED  that  the  American  Medical  Associa- 
tion and  the  Food  and  Drug  Administration  con- 
tinue to  sponsor  periodic  conferences  on  Quackery 
and  Health  and  be  it  further 

RESOLVED  that  the  resource  units  currently  be- 
ing developed  under  the  sponsorship  of  the  Ameri- 
can Medical  Association  on  consumer  education  and 
health  be  widely  distributed  and  utilized  in  the 
nation’s  schools. 

Reference  Committee  Report  on  Resolution  No.  2 

Mr.  Chairman,  Resolution  2 proposes  to  dissemin- 
ate wider  knowledge  about  health  products  and 
health  personnel,  and  a sounder  judgment  of 
claims  concerning  those  among  the  American  people, 
through  formal  instruction  of  school  children.  Your 
committee  is  wholly  in  accord  with  the  intent  of 
this  resolution.  It  believes  that  the  first  “resolved” 
paragraph  might  better  read  “Resolved,  that  the 
schools  in  every  community  be  encouraged  to  in- 
corporate units  on  consumer  education  into  their 
health  education  programs.” 

The  resolution  was  adopted,  as  amended. 

RESOLUTION  NO.  3 
Schools  and  Problems  Relating:  to  Sex 

WHEREAS,  The  altered  structure  of  our  society 
has  resulted  in  greater  permissiveness,  and  chang- 
ing moral  values,  and 

WHEREAS,  the  years  when  sexual  drives  are 
recognized  to  be  approaching  a peak  present  the 
need  for  important  and  even  urgent  decisions  on 
the  part  of  youth,  and 

WHEREAS,  the  exploitation  by  all  forms  of  mass 
media  of  the  sensual  aspects  of  sex  has  placed 
undue  emphasis  on  erotic  behavior,  as  opposed  to 
mature,  responsible  love  relationships,  and 

WHEREAS,  the  disparity  between  expresed  beliefs 
and  observed  actions  of  many  adults  has  not  passed 


unnoticed  by  the  youth  of  our  country,  and 

WHEREAS,  the  persistent  occurence  of  out-of- 
wedlock  pregnancies  and  of  veneral  disease  has  been 
paralleled  by  a lessening  of  the  restrictive  effect  on 
sexual  behavior  by  either  of  these  conditions,  there- 
fore be  it 

RESOLVED  that  the  schools  accept  appropriate 
responsibility  for  reinforcing  the  efforts  of  parents 
to  transmit  knowledge  about  the  values  inherent 
in  our  family  system,  and  about  the  psychic,  moral, 
and  physical  consequences  of  sexual  behavior,  and 
be  it  further 

RESOLVED  that  this  be  done  by  including  in 
the  general  and  health  education  curriculum  the 
physiology  and  biology  of  human  reproduction  be- 
ginning at  the  elementary  level  and  continuing 
throughout  the  school  years  at  increasing  levels  of 
comprehension,  and  that  the  study  of  veneral  dis- 
eases continue  to  be  a part  of  communicable  dis- 
ease education  during  early  adolescence,  and  be  it 
further 

RESOLVED  that  the  concept  of  the  family  as  a 
unit  of  society  based  on  mature  responsible  love 
be  a continuing  and  pervasive  educational  goal. 
Reference  Committee  Report  on  Resolution  No.  3 

Mr.  Chairman,  Resolution  No.  3 proposes  to 
augment  the  teaching  of  parents  concerning  the 
psychic,  moral  and  physical  consequences  of  sexual 
behavior  through  appropriate  teaching  of  physi- 
ology and  biology  of  human  reproduction  in  the 
schools.  Mr.  Chairman,  your  committee  considers 
this  a wholly  desirable  goal,  and  recommends  the 
passage  of  the  resolution. 

The  resolution  was  tabled. 

RESOLUTION  NO.  4 

RESOLVED,  that  this  Society  feels  that  the 
same  basic,  preventive  health  services  which  are 
offered  to  students  in  the  public  elementary  schools 
of  Delaware  at  public  expense  should  be  offered 
also  at  public  expense  to  students  of  private  and 
parochial  schools,  if  the  schools  so  request. 
Reference  Committee  Report  on  Resolution  No.  4 

Mr.  Chairman,  Resolution  No.  4 proposes  to 
standardize  basic  preventive  medical  service  for 
all  elementary  school  children  in  the  state  at  public 
expense,  regardless  of  the  type  of  school  attended. 
Your  committee  is  in  sympathy  with  this  intent. 
Mr.  Chairman  I move  the  adoption  of  the  resolution. 
The  resolution  was  adopted. 

RESOLUTION  NO.  5 

The  undersigned  members  of  the  Medical  Society 
of  Delaware  submit  for  the  consideration  of  the 
House  of  Delegates  the  following  proposed  amend- 
ments to  the  By-Laws: 

1.  To  amend  Article  4,  Section  4,  Paragraph  C, 
by  striking  out  the  second  part  and  substitut- 
ing, there:  “(2)  are  licensed  to  practice  medi- 
cine and  surgery  in  the  State  of  Delaware;” 

2.  To  amend  Article  4,  Section  5,  Paragraph  1, 
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by  deleting  the  word  “major”  in  the  first 
sentence  so  after  amending  the  sentence  will 
read:  “Each  component  society  is  entitled  at 
an  appropriate  annual  meeting  to  elect  one 
delegate  and  one  alternate  to  the  House  of 
Delegates  of  this  society  for  each  ten  members, 
or  fraction  thereof,  of  the  component  society, 
who  are  members  of  this  society.” 

3.  To  amend  Article  4,  Section  5,  by  striking  out 
the  second  paragraph  and  substituting,  there- 
fore: “Component  societies  shall  elect  coun- 
cilors for  two  year  terms  beginning  January 
1st,  next  ensuing.  Each  component  society  is 
entitled  at  an  appropriate  annual  meeting  to 
elect  one  council  for  each  one  hundred  mem- 
bers, or  fraction  thereof,  of  the  component 
society  who  are  members  of  this  Society.  Re- 
gardless of  the  total  number  of  active  members, 
each  component  society  is  entitled  to  elect  at 
least  two  councilors.” 

4.  To  amend  Article  6,  Section  2,  by  striking  the 
word  “major”  so  after  amending  the  respective 
part  of  this  Section  will  read  as  follows:  “ . . . 
to  elect  one  delegate  for  every  ten  active  mem- 
bers in  good  standing  as  of  June  1st,  or  fraction 
thereof,  provided  . . 

Reference  Committee  Report  on  Resolution  No.  5 

Mr.  Chairman,  Resolution  No.  5 proposes  to  make 
three  changes  in  the  By-Laws  of  the  Medical  Society 
of  Delaware.  The  first  would  eliminate  the  present 
12-month  waiting  period  for  membership  in  the 
Society  by  a licensed  physician.  Your  committee 
is  of  the  opinion  that  such  a waiting  period  is  no 
longer  necessary,  although  circumstances  at  one 
time  may  have  warranted  it.  Therefore,  we  recom- 
mend the  adoption  of  this  Section  of  Resolution  5. 

Section  2 of  Resolution  5,  would  change  the  point 
of  addition  to  the  number  of  Delegates  from  any 
county  medical  society  from  a major  fraction  of 
10  to  any  fraction  of  10.  This  would  be  consistent 
with  the  AMA's  method  of  allocating  Delegates. 
The  committee  recommends  adoption  of  this  section, 
but  feels  that  it  should  read  “members  ...  of  the 
component  society  who  are  members  of  this  society.” 
I move  that  the  wording  be  so  amended.  The 
Committee  recommends  the  adoption  of  the  resolu- 


tion as  amended. 

Section  3 of  Resolution  5,  would  make  the  com- 
position of  the  Council  more  representative  of  the 
membership  of  the  Society,  but  would  guarantee 
each  component  society  at  least  its  present  repre- 
sentation on  the  Council.  Your  committee  believes 
that  this  is  desirable,  but  feels  that  it  should  read 
“members  ...  of  the  component  society  who  are 
members  of  this  society.”  I move  that  the  wording 
be  so  amended. 

Section  4 of  Resolution  5,  is  a technical  change 
in  the  By-Laws  that  would  also  be  required  if  the 
intent  of  Section  2 is  adopted.  We  recommend  the 
adoption  of  Section  4. 

The  resolution  was  adopted,  as  amended. 

RESOLUTION  NO.  6 

RESOLVED,  That  the  Medical  Society  receive 
and  endorse  the  Delaware  Medical  School  Feasibility 
Study  prepared  for  the  Delaware  Academy  of  Medi- 
cine by  Doctor  Kenneth  E.  Penrod,  and 

BE  IT  FURTHER  RESOLVED,  That  the  Medical 
Society  of  Delaware  hereby  express  its  appreciation 
to  Doctor  Kenneth  E.  Penrod  and  his  Advisory  Com- 
mittee for  making  this  study,  and 

BE  IT  FURTHER  RESOLVED,  That  the  Medical 
Society  of  Delaware  requests  the  Delaware  Academy 
of  Medicine  to  conduct  a thorough,  long-range  study 
of  ways  to  improve  the  delivery  of  health  care  to 
rural  communities,  and 

BE  IT  FURTHER  RESOLVED,  That  the  Com- 
mittee on  Medical  School  for  Delaware  of  the 
Medical  Society  of  Delaware  be  continued  and  that 
they  take  whatever  steps  that  may  from  time  to 
time  become  appropriate  for  the  establishment  of 
a medical  school  in  Delaware. 

Reference  Committee  Report  on  Resolution  No.  6 

Mr.  Chairman,  Resolution  No.  6 would  put  the 
Medical  Society  on  record  as  endorsing  the  con- 
clusions of  the  Delaware  Medical  School  Feasibility 
Study,  which  was  co-sponsored  by  the  Medical 
Society  of  Delaware  and  the  University  of  Delaware, 
and  conducted  by  the  Academy  of  Medicine. 

Your  committee  believes  that  these  actions  are 
fully  justified  by  the  data  of  the  report,  and  recom- 
mends the  adoption  of  this  resolution. 

The  resolution  was  adopted. 
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A Follow  Up  of  Patients  with 

LOW  BACK  PAIN  TREATED  WITHOUT  SURGERY 


• The  authors  stress  the  effectiveness  of  con- 
servative treatment  for  most  cases  of  low  back 
pain. 


John  T.  Hogan,  M.D. 
G.  Dean  MacEwen,  M.D. 
Alan  G.  Smith,  M.D. 


“Low  back  pain  with  or  without  sciatic 
pain  is  the  commonest  complaint  with  which 
orthopaedic  surgeons  are  confronted  in 
adults.”1  It  is  frequently  encountered  also  in 
general  practice.  In  fact,  Diveley2  reports 
that  in  an  analysis  of  one  thousand  individ- 
uals he  found  over  forty-five  percent  of 
persons  over  forty  years  of  age  have,  or  have 
had,  symptoms  of  back  ache.  It  has  been 
said  that  in  industry  the  most  common  single 
reason  for  occupational  disability  is  pain  in 
the  back,  usually  attributed  to  an  injury 
while  at  work.  Many  causes  have  been 
listed  by  various  authors,  among  them 
Turek,3  who  lists  fourteen  in  his  textbook, 
including  among  the  more  common,  tumor, 
fractures,  infections,  arthritis,  osteoporosis, 
and  developmental  anomalies.  It  is  im- 
portant to  realize  that  many  patients  may 
have  more  than  one  underlying  condition 
responsible  for  their  symptoms,  and  the  phy- 


Dr.  Hogan  is  Resident  in  Orthopedics;  and  Dr.  MacEwen  is  Chief 
of  Orthopedics;  Dr.  Smith  was  formerly  part-time  Orthopedic  phy- 
sician, Veterans  Administration  Hospital,  Wilmington,  Delaware. 


sician  should  make  a careful  evaluation  of 
each  patient  individually  after  a thorough 
history  and  physical  examination,  including 
neurological  assessment  and  frequently  radio- 
graphic  studies,  in  order  that  treatment  may 
be  made  to  fit  the  patient. 

Since  1934,  when  Mixter  and  Barr4  de- 
scribed the  lesion  which  we  know  as  the 
“slipped,”  “herinated,”  “protruded,”  or  “rup- 
tured” disc,  this  diagnosis  has  been  applied 
to  many  patients  who  did  not  have  the  posi- 
tive physical  findings  to  substantiate  it.  Di- 
veley and  associates’  concluded  that  out  of 
an  examination  of  3,500  cases  of  low  back 
pain  treated  over  a period  of  twenty-five 
years,  with  or  without  sciatica,  only  2.3 
percent  had  ruptured  discs,  and  the  greatest 
percentage  had  lumbo-sacral  strain.  The 
diagnosis  of  lumbo-sacral  strain  has  also  been 
called  “Facet  Syndrome”  and  “postural  back- 
ache.” Patients  who  fit  into  this  group  should 
be  told  the  fact,  since  it  implies  that  it  is 
largely  the  patient’s  responsibility  to  con- 
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trol  the  problem  under  proper  medical  super- 
vision. No  surgery  is  indicated  in  most 
cases;  in  fact,  if  disc  surgery  is  mistakenly 
undertaken,  the  course  of  the  disease  is 
usually  unaltered  but  may  be  aggravated. 
It  has  been  said  by  Ghormley6  of  the  Mayo 
Clinic  that  eighty  to  ninety  percent  of  pa- 
tients with  intervertebral  disc  pathology  will 
be  satisfactorily  relieved  by  conservative  man- 
agement if  this  is  used  early.  Permanent 
relief  from  conservative  treatment  is  obtained 
more  often  when  the  duration  of  symptoms 
is  short,  and  it  is  the  first  attack.  The  least 
relief  from  conservative  treatment  is  obtained 
when  signs  of  nerve  root  pressure,  such  as 
diminished  ankle  jerk,  hypoesthesia  and 
muscle  weakness  are  present,  but  these  should 
not  exclude  a careful  conservative  program 
in  the  hospital  before  deciding  that  surgery 
is  indicated. 

Material 

During  the  period  1960-1963  there  were 
one  hundred  and  fifty-three  cases  of  low  back 
pain  with  or  without  sciatica  treated  as  in- 
patients at  our  hospital.  Seventeen  of  these 
were  re-admissions,  eleven  had  previously 
been  operated  upon  elsewhere,  four  had  frac- 
tures, and  two  patients  were  found  to  have 
metastatic  lesions.  Thirteen  patients  were 
operated  upon  in  our  hospital  and  two  else- 
where, subsequent  to  a trial  of  conservative 
treatment,  leaving  one  hundred  and  four  pa- 
tients who  were  recalled  for  evaluation.  Fifty- 
four  of  these  returned.  Of  these,  five  had 
retired  because  of  old  age  and  were,  therefore, 
eliminated  from  our  series  as  no  accurate 
assessment  was  possible  of  their  work  capa- 
bilities. The  remaining  forty-nine  cases  were 
used  in  computing  our  results. 

Method  Of  Treatment 

All  patients  received  an  energetic  regime  of 
conservative  therapy  consisting  of  strict  bed 
rest  in  the  position  of  most  comfort,  which 
was  usually  found  to  be  the  semi-Fowler’s 
position,  with  the  hips,  knees,  and  back 
flexed.  Pelvic  traction  of  fifteen  to  twenty 
pounds  was  used  to  help  immobilize  the  pa- 
tient and  relieve  muscle  spasm.  Carisoprodol 
(“Soma”),  a muscular  relaxant,  was  given  in 
full  therapeutic  doses  to  which  was  added  a 


suitable  tranquilizer  such  as  promazine  hy- 
drochloride (“Sparine”),  which  would  both 
potentiate  the  muscular  relaxation  and  ameli- 
orate some  of  the  patient’s  worry  about  his 
condition.  Analgesics  were  given  in  sufficient 
amounts  to  relieve  the  patient’s  pain.  Initi- 
ally, this  consisted  of  Darvon  65  or  one  of 
the  aspirin  compounds,  although  some  cases 
required  codeine  or,  rarely,  Demerol  for  a few 
days.  Physical  therapy  in  the  form  of  gentle 
massage,  together  with  moist  heat,  was  used 
initially  in  reversing  muscular  spasm  and  re- 
lieving pain.  As  soon  as  muscular  spasm  and 
pain  were  diminished,  the  patient  was  started 
on  a program  of  Williams7  flexion  exercises. 
These  were  begun  while  he  was  still  on  bed 
rest.  When  these  were  being  done  well  several 
times  a day,  the  patient  was  gradually  allowed 
up  for  increasing  periods  of  time.  For  many 
patients  the  time  interval  from  the  commen- 
cement of  the  treatment  until  they  were 
mobilized  took  as  long  as  a month.  All  the 
cases,  including  those  who  later  required  sur- 
gery, improved  somewhat  on  this  course  of 
treatment.  The  overweight  patients  were 
placed  on  a reducing  diet.  Many  cases  were 
given  back  supports  in  the  form  of  a lumbo- 
sacral corset  incorporating  steel  reinforce- 
ment bars,  or  occasionally  a modified  Taylor 
brace.  It  was  emphasized  that  the  program 
which  had  been  initiated  in  the  hospital  must 
continue  after  their  discharge  to  prevent  re- 
currences, and  an  attempt  was  made  to  edu- 
cate them  to  live  with  their  back  problems 
and  to  realize  that  many  conditions,  including 
low  back  pain,  have  no  “cure”  in  the  usually 
accepted  sense  of  the  term. 

Results 

The  forty-nine  cases  were  evaluated  with 
reference  to  their  work  capacities  before  and 
after  treatment. 

Table  I shows  that  only  two  patients  of  the 
twenty-six  who  previously  were  engaged  in 
light  work  failed  to  return  to  work.  Nearly 
half  of  those  who  did  heavy  work  were  able 
to  return  to  the  same  work,  but  only  twenty 
percent  had  not  returned  to  some  type  of 
work.  Unskilled  laborers  have  difficulty  find- 
ing light  work,  which  often  requires  special 
training.  Farmers  and  self-employed  workers 
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TABLE  I 


Work  Before  Onset 
of  Symptoms 

Work  After 
Hospitalization 

Light  — 23 

Return  to 
Heavy  Work 

11 

Lighter  Work 

7 

No  Work 

5 

Same  Work 

21 

Heavy  — 26 

Lighter  Work 

3 

No  Work 

2 

doing  heavy  work  find  it  hard  to  change  em- 
ployment. Men  with  heavy  jobs  and  high  pay 
hesitate  to  accept  lighter  work  with  a lesser 
income.  Yet,  our  findings  indicate  that  al- 
most all  of  the  patients  who  made  a satisfac- 
tory work  adjustment  get  along  well.  One 
patient,  who  had  had  six  previous  admissions 
for  back  pain,  beginning  in  1929,  was  still 
working.  Most  of  the  patients  had  only  one 
or  two  previous  admissions,  often  many  years 
before.  A realistic  approach  to  employment  is 
a fundamental  part  of  the  patient’s  total  care. 

Table  II  shows  that  many  of  the  patients 
continue  to  have  back  symptoms.  These  vary 
from  occasional  to  constant.  Subjective 
symptoms  bore  little  relationship  to  objective 
work  capabilities,  as  several  patients  com- 
plaining of  “constant”  symptoms  had  no  loss 
of  work  time  in  both  heavy  and  light  work 
categories.  Most  of  the  patients  who  had 
back  symptoms  stated  that  their  pain  occurred 
after  some  unusual  exertion.  By  regulating 
their  activity  they  were  able  to  control  the 
pain.  Many  of  the  patients  wore  supports 
either  prophylactically  or  therapeutically  or 
took  analgesics  on  occasion.  Many  would 
self-impose  several  days  of  bed  rest,  which 
would  give  them  relief,  and  most  used  a board 
beneath  the  mattress.  Again  the  most  appar- 
ent finding  was  that  those  people  who  had 
adjusted  to  their  disability  by  regulating  their 
activities  got  along  well. 

TABLE  II 

Back  Pain  after  Hospitalization 
Asymptomatic  8 

Occasional  Symptoms  35 

Constant  Symptoms  6 


Discussion 

It  is  felt  that  undue  emphasis  has  been 
placed  upon  surgery  for  people  with  low  back 
pain,  with  or  without  sciatica,  and  that  not 
enough  emphasis  has  been  placed  upon  the 
conservative  treatment  of  these  cases.  The 
regime  we  described  can  usually  be  instituted 
satisfactorily  at  home.  However,  should  the 
patient  fail  to  respond  at  home  he  should  be 
transferred  to  the  hospital  and  the  regime 
continued  under  supervision  before  failure  is 
conceded.  All  cases  should  receive  a fair  trial 
of  this  conservative  therapy  and  not  merely 
a few  hurried  days  in  bed  before  deciding  to 
operate. 

Pain  or  aching  in  the  thigh  or  lower  leg 
should  be  carefully  evaluated  before  deciding 
that  the  diagnosis  of  a protruded  disc  is  indi- 
cated, as  it  may  be  merely  of  somatic  origin. 
Protruding  disc  material  compresses  the  nerve 
root  and,  therefore,  a diagnosis  of  herniated 
intervertebral  disc  depends  primarily  upon 
positive  physical  findings  related  to  nerve 
root  injury.  These  include  hypoesthesia,  re- 
flex changes,  motor  weakness,  and  pain  on 
straight  leg  raising.  The  diagnosis  is  often, 
but  not  always,  confirmed  by  myelography. 
In  most  clinics  today  myelography  is  only  used 
in  the  cases  of  an  intervertebral  disc  lesion 
when  surgery  has  definitely  been  decided  upon, 
to  assist  in  a more  accurate  localization  of  the 
lesion  rather  than  to  make  a diagnosis.  It 
has  been  shown  by  many  authors  that  it  is 
not  possible  to  make  a diagnosis  of  disc  pro- 
trusion from  examination  of  routine  x-rays 
alone,  and  it  should  be  remembered  that  pro- 
truding discs  are  not  infrequently  found  in 
patients  with  normal  x-rays.  Without  the 
positive  physical  findings  of  nerve  root  in- 
jury, the  patient  should  not  be  told  that  he 
has  a slipped  disc. 

After  a fair  trial  of  conservative  therapy, 
the  patient  should  be  carefully  reviewed,  more 
emphasis  being  placed  upon  objective  findings 
rather  than  subjective  symptoms.  A recur- 
rence of  symptoms  after  a patient  has  been 
mobilized  is  not  an  indication  in  itself  for 
surgery,  unless  confirmed  by  positive  physical 

( Continued  on  page  75) 
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* Disease  of  the  pericardium  may  be  related  to 
a wide  variety  of  etiologies,  some  of  them  affecting 
the  heart  primarily,  others  originating  elsewhere. 
Because  of  the  difficulty  in  determining  the  cause, 
a diagnosis  of  “idiopathic”  pericarditis  is  frequent. 


L.  Theodore  Lawrence,  M.D. 


The  following  cases,  which  have  been  seen 
at  the  Wilmington  Veterans  Administration 
Hospital  in  the  past  year  and  a half,  are  pre- 
sented briefly  to  illustrate  a variety  of  types 
of  pericardial  disease  and  the  range  of  clinical 
manifestations. 

TABLE  1 

Causes  of  Acute  Pericarditis 

1.  Acute  myocardial  infarction 

2.  Virus 

3.  Uremia 

4.  Tumor 

5.  Tuberculosis 

6.  Pyogenic  Bacteria 

7.  Trauma 

8.  Collagen  diseases 
Rheumatic  fever 
Disseminated  LE 
Rheumatoid  Arthritis 

9.  Auto-immune  diseases 

Post  myocardial  infarction  syndrome 
Post  commissurotomy  syndrome 

10.  Dissecting  aneurysm 

11.  Pleurisy  (pulmonary  infarction) 

12.  Fungus 

13.  Bacterial  Endocarditis 

14.  Diabetic  acidosis 

15.  Myxedema 

Table  1 lists  most  of  the  well  known  types 
of  pericarditis.  These  have  been  grouped  in 
various  ways  in  popular  textbooks.  For  in- 
stance: Infectious,  Neoplastic,  Traumatic, 

Metabolic,  Secondary  to  heart  disease  (in- 
farcts), Allergic  ( collagen  diseases). 

Case  1.  A 44  year  old  Negro  with  a history 

Dr.  Lawrence  is  Cardiologist,  Veterans  Administration  Hospital, 
Wilmington,  Delaware. 


of  asthma  developed  a cough  with  chest  pain 
and  fever.  There  were  pleural  and  pericardial 
friction  rubs.  X-rays  showed  evidence  of  bi- 
lateral pneumonia  and  pericardial  effusion. 
Electrocardiograms  (Fig.  1)  were  typcial  of 
acute  pericarditis.  Sputum  culture  showed  a 
pneumococcus  sensitive  to  penicillin.  The 
venous  pressure  and  circulation  time  were 
normal.  PPD#2  was  negative.  A SGOT 
determination  was  normal.  The  patient  im- 
proved on  penicillin. 

Final  Diagnosis:  Pneumococcal  pneumonia 
with  secondary  pleurisy  and  pericarditis. 

Case  2.  A 70  year  old  man  collapsed  and 
died  suddenly.  A positive  serologic  test  for 
syphilis  had  been  discovered  at  age  47  and 
treatment  was  given  accordingly.  Past  records 
showed  a tendency  toward  high  blood  pres- 
sure. An  electrocardiogram  had  been  normal. 
X-rays  had  shown  dilatation  of  the  ascending 
aorta  (Fig.  2). 

At  autopsy  there  was  a ruptured  aneurysm 
of  the  ascending  aorta  with  bleeding  into  the 
pericardium  and  pericardial  tamponade. 

Diagnosis:  Syphilitic  aneurysm  of  the 

ascending  aorta  with  perforation  into  the 
pericardium. 

Case  3.  A sixty  year  old  man  developed 
dyspnea  and  cough  in  January,  1964.  A 
chest  x-ray  was  interpreted  as  showing  a 
tumor  mass  in  the  right  lung  with  metastases 
in  both  lungs.  In  March  the  patient  became 
confused  and  was  hospitalized.  An  x-ray 
showed  enlargement  of  the  cardiac  shadow. 
There  was  a pulsus  paradoxus  but  no  peri- 
cardial friction  rub.  Shortly  after  this  the 
patient  died  and  autopsy  confirmed  the  diag- 
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Figure  1 

Case  1.  The  electrocardiogram  on  the  left  shows  the  S-T  segment  elevations  of  acute  peri- 
carditis. The  one  on  the  right,  two  weeks  later,  shows  T wave  inversions  of  evolving  pericarditis. 


nosis  of  bronchogenic  carcinoma.  There  were 
metastases  studding  the  epicardium  and  the 
pericardium  contained  considerable  bloody 
fluid  and  some  neoplastic  adhesions. 

Diagnosis:  Bronchogenic  carcinoma  with 
pericardial  metastases,  hemopericardium  and 
pericardial  tamponade. 

Case  4.  A 40  year  old  man  was  admitted 
complaining  of  sharp  substernal  pain  aggra- 
vated by  respiration.  There  was  a history  of 
many  years  of  arthritic  pains  and  occasional 
acute  joint  inflammation.  There  were  rheu- 
matoid nodules  at  the  elbows  but  no  definite 
joint  deformities.  There  was  a low  grade 
fever  and  a pericardial  friction  rub.  The 
venous  pressure  was  elevated  to  14  cm.  of 
water  while  the  decholin  circulation  time  was 
normal.  There  was  a slight  pulsus  paradoxus 
(BP  130/80  with  a 15  point  systolic  drop  on 
inspiration.)  A chest  x-ray  (Fig.  3)  indicated 
a large  pericardial  effusion.  Electrocardio- 


grams showed  progressive  changes  consistent 
with  acute  pericarditis.  A latex  test  for  rheu- 
matoid arthritis  was  positive.  LE  and  ASO 
tests  were  negative.  A PPD#2  skin  test  was 
positive.  X-rays  showed  slight  signs  of  arth- 
ritis of  the  hands.  The  signs  and  symptoms 
of  pericarditis  subsided  during  a short  course 
of  prednisone. 

Diagnosis:  Acute  pericarditis  as  a manifes- 
tation of  rheumatoid  arthritis. 

Case  5.  A 46  year  old  man  was  hospitalized 
in  May,  1964,  because  of  congestive  heart 
failure.  He  had  experienced  a myocardial  in- 
farction in  1961  and  was  paralyzed  due  to 
multiple  sclerosis.  For  several  weeks  he  had 
fluctuating  ankle  edema,  leg  pain,  left-sided 
pleurisy  and  pleural  effusion.  At  times  there 
was  precordial  pain  aggravated  by  respiration. 
The  heart  was  enlarged  and  there  was  a gal- 
lop rhythm.  Early  in  June  there  was  a faint 
pericardial  friction  rub  audible  for  several 
days.  There  were  no  signs  of  tamponade.  In 
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Figure  2 

Case  2.  Prominence  of  the  ascending  aorta 
indicates  the  site  of  an  aneurysm  that  perforated 
into  the  pericardium. 

July,  1350  cc.  of  serous  fluid  (protein  content 
5.6  gh.  to  100  cc.)  were  removed  from  the 
left  pleural  space.  Subsequently  there  was  a 
pleural  friction  rub.  There  was  no  hemoptysis. 
The  temperature  was  intermittently  elevated. 
The  venous  pressure  was  10  cm.  of  water;  the 
decholin  circulation  time  42  seconds  (top 
normal  18).  The  patient  deteriorated  and 
died. 

Autopsy  showed  a right  pulmonary  infarct, 
pleural  effusions,  coronary  disease,  old  and 
recent  myocardial  infarcts  and  pericarditis 
with  adhesions  anteriorly. 

Impression : Clinically  it  was  felt  that  the 
pericardial  friction  rub  represented  an  exten- 
sion of  pleurisy  caused  by  pulmonary  embol- 
ism as  has  been  reported  occasionally.  How- 
ever, the  autopsy  indicated  that  the  pericard- 
itis may  have  been  entirely  due  to  myocardial 
infarction. 

Case  6.  A 43  year  old  man  was  hospitalized 
in  September,  1963,  because  of  cough  and 
fever.  There  was  a history  of  generalized 
arthritis,  hypergammaglobulinemia,  and  a sus- 
pected biologic  false  positive  test  for  syphilis. 
X-rays  showed  a progressive  increase  in  heart 


size  and  with  this  the  venous  pressure  rose 
to  18  cm.  of  water  while  the  decholin  circu- 
lation time  was  12  seconds.  Anemia  was 
noted.  On  the  twenty-third  day  after  ad- 
mission a pericardial  friction  rub  was  heard 
for  the  first  time.  A course  of  an  adrenal 
steroid  was  given  and  all  the  signs  of  peri- 
carditis quickly  subsided. 

Diagnosis:  Pericarditis  with  effusion  and 
tamponade  secondary  to  a collagen  disease, 
probably  disseminated  lupus  erythematosis 
although  a positive  LE  test  was  not  obtained. 

Case  7.  A 74  year  old  man  had  coronary 
attacks  in  1959  and  1962.  Polycystic  kidney 
disease  was  diagnosed  in  1962.  In  September, 
1964  he  was  hospitalized  because  of  anemia. 
The  blood  pressure  was  normal.  The  neck 
veins  showed  increased  pressure.  There  was 
a gallop  rhythm.  Laboratory  studies  showed 
the  following:  BUN  190,  K 6.3,  Ca  6.8  mg.%, 
P 10.3,  Cl  108,  Na  124,  Hemoglobin  7.2  gm. 
per  cent  and  creatinine  10.9. 

With  medical  treatment  there  was  only 
slight  improvement.  An  x-ray  showed  moder- 
ate cardiomegaly.  On  October  5,  1964,  a 
pericardial  friction  rub  was  first  heard  and 
this  was  present  almost  continuously,  in  vary- 
ing degree,  for  several  weeks.  There  was  no 
evidence  of  pericardial  effusion  or  tamponade. 
An  electrocardiogram  showed  old  infarcts. 
The  patient  remained  weak  and  lethargic  and 
finally  died  in  December,  1964. 


Figure  3 


Case  4.  Rheumatoid  arthritis  with  acute  peri- 
carditis. The  large  effusion  later  cleared  on  pred- 
nisone. 
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Diagnosis : Uremic  pericarditis  with  pro- 
longed duration  of  a friction  rub. 

Case  8.  This  53  year  old  man  was  hospital- 
ized because  of  anterior  chest,  neck  and  left 
shoulder  pain  which  had  begun  with  an  auto 
accident  six  weeks  previously.  A whip  lash 
cervical  injury  was  suspected  at  first  but  a 
chest  x-ray  (Fig.  4)  showed  a left  hilar  density 
suggestive  of  either  an  aortic  aneurysm  or  a 
bronchogenic  carcinoma.  Myocardial  infarcts 
had  occurred  in  1954  and  1956.  Subsequently 
there  was  mild  angina  pectoris  and  a left 
bundle  branch  block  on  electrocardiogram. 

The  blood  pressure  was  normal  and  there 
was  no  fever.  The  peripheral  pulses  were 
symmetrical.  Soon  after  admission  a peri- 
cardial friction  rub  was  heard  and  this  per- 
sisted. There  was  progressive  cardiomegaly. 
Venous  pressure  and  circulation  time  were 
normal.  There  were  several  episodes  of  atrial 
fibrillation.  After  a total  illness  of  about 
eleven  weeks  the  patient  eventually  died  in 
Nanticoke  Hospital  where  an  autopsy  showed 
bronchogenic  carcinoma  with  tumor  around 
the  aortic  arch  and  metastases  mottling  the 
epicardium  and  pericardium.  There  were 
about  150  cc.  of  bloody  pericardial  fluid. 

Diagnosis:  Bronchogenic  carcinoma  with 
pericardial  metastases. 

Case  9.  A 40  year  old  Negro  male  de- 
veloped dyspnea  and  a bloated  feeling  in  the 
chest  and  abdomen.  There  was  a low-grade 
fever  and  a pericardial  friction  rub.  There 
was  evidence  of  increasing  pericardial  fluid 
and  tamponade.  The  venous  pressure  rose 
to  a maximum  of  36  cm.  of  water  (decholin 
circulation  time  30  seconds)  and  there  was  a 
pulsus  paradoxus.  Electrocardiograms  showed 
low  voltage  and  abnormal  T waves. 

The  pericardium  was  tapped  twice  with  the 
removal  of  a total  of  800  cc.  of  bloody  fluid 
(Fig.  5).  A PPD#2  skin  test  was  positive. 
A presumptive  diagnosis  of  TB  pericarditis 
was  made  and  triple  drug  therapy  was  begun. 
Following  this  there  was  steady  improvement 
and  the  patient  left  the  hospital  six  weeks 
later  with  plans  to  continue  therapy  for  about 
two  years  even  though  cultures  of  sputum, 
gastric  fluid  and  pericardial  fluid  were  all 
negative. 

Pericardiectomy  was  strongly  considered 


Figure  4 

Case  8.  The  film  is  consistent  with  an  aortic 
dissecting  aneurysm  or  a pulmonary  tumor.  Au- 
topsy showed  bronchogenic  carcinoma  with  peri- 
cardial metastases. 

early  in  the  course,  but  was  deferred  when 
the  patient  began  to  improve.  At  seven  month 
follow-up  the  patient  had  no  cardiac  symp- 
toms and  the  venous  pressure,  electrocardio- 
gram and  chest  x-ray  were  all  essentially 
normal. 

Conclusion:  Probable  tuberculous  pericar- 
ditis with  good  response  to  medical  treatment 
Authorities  differ  as  to  prognosis  and  the 
advisability  of  early  pericardiectomy  in  this 
kind  of  case. 

Case  10.  A 51  year  old  man  was  admitted 
after  one  week  of  cough,  dyspnea  and  left- 
anterior  chest  pain.  There  was  a long  history 
of  urethral  strictures,  perineal  urinary  fistulae 
and  perineal  infections.  A suprapubic  cysto- 
tomy had  been  done  for  permanent  bladder 
drainage. 

There  were  pulmonary  rhonchi  and  rales 
and  a slight  fever.  A chest  x-ray  (Fig.  6) 
indicated  a small  amount  of  pleural  effusion 
bilaterally  and  a large  amount  of  pericardial 
fluid.  An  electrocardiogram  suggested  peri- 
carditis. A pericardial  rub  was  not  heard 
until  four  days  after  admission  and  it  then 
lasted  for  several  days.  There  was  transient 
evidence  of  pericardial  tamponade  with  venous 
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pressure  14  cm.  of  water  (decholin  circula- 
tion time  18  seconds).  There  was  no  pulsus 
paradoxus. 

There  was  severe  pleural-pericardial  pain 
for  several  days.  A PPD  skin  test  was  posi- 
tive, hemoglobin  11  gm.  per  100  ml.,  white 
blood  cell  count  17,600,  BUN  43  and  SGOT 
10.  The  BUN  elevation  was  attributed  to 
chronic  pyelonephritis.  On  a course  of  peni- 
cillin and  tetracycline  all  the  evidence  of 
pericarditis  subsided  except  for  T wave  ab- 
normalities which  persisted  until  six  months 
later. 

Diagnosis : Acute  non-specific  benign  peri- 
carditis. 

Case  11.  A 51  year  old  man  with  a history 
of  angina  pectoris  experienced  severe  chest 
pain  of  several  hours  duration.  On  admission 
the  blood  pressure  was  130/100  and  general 
examination  was  unremarkable.  An  electro- 
cardiogram showed  an  acute  myocardial  in- 
farction. A SGOT  was  574  units.  Anticoagu- 
lation was  started  with  heparin  and  warfarin. 
On  the  second  hospital  day  a loud  pericardial 
friction  rub  was  heard  and  accordingly  war- 
farin was  discontinued,  the  prothrombin  being 
21%  of  normal.  The  friction  rub  was  not 
heard  again  and  the  patient  made  a good 
recovery. 

Conclusion'.  Pericarditis  secondary  to  a 
large  myocardial  infarction. 

Case  12.  A 46  year  old  man  was  admitted 
with  weakness  and  dyspnea.  He  had  experi- 
enced rheumatic  fever  at  age  13  but  no  cardiac 
symptoms  were  recognized  until  dyspnea  de- 
veloped one  year  before  the  present  admission. 
Examination  showed  signs  of  severe  congestive 
heart  failure  and  pulmonary  hypertension. 
There  was  slight  jaundice.  A mitral  dias- 
tolic murmur  was  heard  with  difficulty.  An 
electrocardiogram  and  a chest  x-ray  were  con- 
sistent with  mitral  stenosis. 

The  patient  did  not  improve  with  treatment 
and  died  a few  days  later.  At  autopsy  a tight 
mitral  stenosis  was  found  with  congestive 
heart  failure  and  pulmonary  infarcts.  An 
incidental  finding  was  that  of  chronic  fibrous 
pericardial  adhesions,  presumably  the  result 
of  rheumatic  fever.  These  did  not  seem 
sufficient  to  cause  constriction  of  the  heart. 

Conclusion:  Adherent  pericardium  due  to 


rheumatic  fever.  This  has  been  found  in  only 
a small  percentage  of  rheumatic  hearts  and 
it  has  rarely  interfered  with  heart  surgery. 

Case  13.  A 74  year  old  diabetic  physician 
was  hospitalized  with  vague  chest  and  abdomi- 
nal pain.  At  first  physical  examination  was 
essentially  negative.  An  electrocardiogram 
showed  an  acute  anteroseptal  infarct.  The 
next  day  the  character  of  the  chest  pain  had 
changed  in  that  it  was  felt  chiefly  on  swallow- 
ing and  on  deep  inspiration.  There  was  a 
short,  musical,  systolic  pericardial  rub.  The 
pericardial  pain  and  friction  rub  lasted  about 
two  days. 

During  the  next  few  days  there  were  signs 
of  congestive  failure  including  a gallop  rhythm, 
basal  rales,  and  increased  venous  pressure. 
The  patient  died  suddenly  on  the  fourteenth 
day. 

Autopsy  (limited  to  the  heart)  showed 
severe  coronary  disease  with  a thrombus  in 
the  anterior  descending  artery,  a large  infarct 
of  the  left  ventricle,  mural  thrombi,  and  a 
large  area  of  fibrinous  pericarditis  with  ad- 
hesions. There  were  about  50  cc.  of  serous 
pericardial  fluid. 

In  this  case  anticoagulation  was  not  main- 
tained, partly  because  the  patient  objected 
and  partly  because  of  a history  of  acute  upper 
gastrointestinal  bleeding. 

Diagnosis:  Pericarditis  secondary  to  a myo- 
cardial infarction. 

Case  14.  A 50  year  old  alcoholic  male  was 
admitted  with  swollen  feet,  dyspnea  and  weak- 
ness. On  examination  the  important  findings 
were:  pallor,  slight  jaundice,  increased  venous 
pressure,  a pericardial  friction  rub  and  hepa- 
tomegaly. The  hemoglobin  was  6.0  gm.  per 
cent,  white  blood  cells  8800,  SGOT  20,  BSP 
3%,  reticulocytes  4.2%,  LE  cell  test  negative, 
and  bilirubin  2.5  mg.  per  cent. 

Chest  x-rays  showed  mottling  in  the  right 
upper  lung  field  and  progressive  cardiomegaly. 
A PPDi£2  skin  test  was  negative.  An  electro- 
cardiogram showed  incomplete  left  bundle 
branch  block. 

There  was  a low  grade  fever.  INH  and 
streptomycin  were  started  although  sputum 
smears  were  negative  for  acid  fast  bacilli. 
Bronchoscopy  was  negative.  The  venous  pres- 
sure was  22  cm.  of  water  and  the  decholin 
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Figure  5 

Case  9.  The  first  x-ray  shows  air  inserted  in  the  pericardial  sac  after  removal  of  bloody  fluid. 
The  second  xray-,  taken  two  months  later,  shows  improvement  on  drug  therapy  for  tuberculosis. 


circulation  time  20  seconds.  A pulsus  para- 
doxus was  detected.  At  pericardiocentesis  25 
cc.  of  bloody  fluid  were  obtained  (hematocrit 
7%). 

The  pericardial  rub  persisted,  as  did  the 
other  findings.  After  five  weeks  the  patient 
left  the  hospital  against  medical  advice.  More 
recently  the  patient  has  been  seen  at  Mem- 
orial Hospital  with  evidence  of  chronic  con- 
strictive pericarditis. 

Conclusion : Pericarditis  of  undetermined 
etiology. 

Comments 

Although  there  are  many  causes  of  peri- 
carditis there  are  a limited  number  of  signs 
and  symptoms  that  lead  to  a diagnosis  of 
pericarditis  and  reveal  the  degree  of  peri- 
cardial tamponade  or  constriction. 

A pericardial  friction  rub  is  the  pathogno- 
monic sign  of  pericarditis.  This  sign  is  elicited 
with  a frequency  which  is  largely  dependent 
on  the  frequency  and  care  of  auscultation. 
A rub  may  be  extremely  faint  and  occasionally 
has  a quality  that  makes  it  easily  mistaken 
for  a murmur,  especially  if  it  is  systolic  in 
timing.  Phonocardiographic  studies  have 
shown  that  a fully  developed  rub  may  have 
three  or  more  phases  corresponding  to  atrial 


systole,  ventricular  systole,  ventricular  dias- 
tole and  motions  of  the  great  vessels.  A rub 
may  be  heard  only  at  a certain  phase  of  res- 
piration or  only  when  the  patient  is  in  cer- 
tain position,  such  as  sitting  and  leaning 
forward.  When  the  rub  is  faint,  and  variable 
with  respiration,  it  is  sometimes  referred  to 
as  a pleuropericardial  rub  with  the  thought 
that  it  comes  from  the  pleura  near  the  heart. 
This  is  highly  uncertain  and  rarely  confirmed 
at  autopsy.  It  seems  more  useful  to  consider 
such  sounds  pericardial  until  proven  other- 
wise. 

While  pericarditis  is  most  often  first  diag- 
nosed by  the  hearing  of  a fricton  rub  it  may 
be  discovered  by  other  clues,  as  when  an  x-ray 
shows  an  unexpected  enlargement  of  the 
cardiac  silhouette  by  an  effusion,  or  when  an 
electrocardiogram  shows  typical  abnormalities. 

Pericardial  disease  should  certainly  be  sus- 
pected in  any  case  of  elevated  venous  pressure 
when  this  is  not  explained  by  the  obvious 
presence  of  a corresponding  degree  of  myo- 
cardial, valvular,  or  hypertensive  heart  disease. 
In  tamponade  the  circulation  time  is  often 
normal  even  with  a high  venous  pressure 
and  this  is  useful  in  ruling  against  the  pos- 
sibility of  myocardial  failure. 

Especially  suggestive  of  pericarditis  is  the 
complaint  of  severe  precordial  pain  which  is 
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Figure  6 

Case  10.  The  first  x-ray  shows  a pericardial  effusion  at  the  height  of  acute  pericarditis.  The 
film  taken  three  weeks  later  shows  a return  to  normal. 


aggravated  by  inspiration.  With  this  the 
patient  may  have  severe  dyspnea  and  ortho- 
pnea as  the  sitting  position  and  shallow  res- 
piration tend  to  ease  the  pain. 

Pulsus  paradoxus  is  often  slight  in  degree, 
partly  because  patients  with  pericarditis  tend 
to  avoid  deep  respiration.  It  may  not  be 
noticed  until  after  pericardial  effusion  has  al- 
ready been  suspected.  It  should  be  carefully 
sought  as  it  is  a good  confirmatory  sign  and 
a useful  index  of  the  degree  of  tamponade. 
Since  pulsus  paradoxus  is  merely  an  exagger- 
ated degree  of  a normal  phenomenon  (blood 
pressure  fall  on  inspiration)  it  may  be  simu- 
lated in  forceful  breathing  due  to  conditions 
such  as  asthma  and  myocardial  failure. 

The  most  typical  electrocardiographic  sign 
of  pericarditis  is  widespread  S-T  segment  ele- 
vation without  reciprocal  depression.  This  is 
not  always  found;  sometimes  there  are  only 
slight  T wave  abnormalities  or  low  voltage 
when  an  effusion  is  present.  Electrical  alter - 
nans  is  a rare  finding  which  may  be  associated 
with  pericardial  tamponade. 

Three  of  the  cases  presented  (cases  4,  6 
and  12)  illustrate  the  pericardial  involvement 
in  various  of  the  “collagen”  diseases.  These 
are  presumably  antigen-antibody  disorders 
and  the  mechanism  involved  may  be  similar 


to  that  of  the  post-myocardial  infarction  syn- 
drome and  the  post-commissurotomy  syn- 
drome in  which  the  pericarditis  is  possibly  an 
auto-immune  phenomenon.  Frequently  cases 
of  these  kinds,  as  well  as  those  of  idiopathic 
pericarditis,  respond  dramatically  to  adrenal 
steroids.  However,  where  the  etiology  is  un- 
certain, it  is  important  to  remember  the  pos- 
sibility of  aggravation  of  tuberculous  peri- 
carditis by  steroids.  In  two  of  our  cases 
(cases  9 and  14)  it  seemed  advisable  to  treat 
for  tuberculosis  in  the  absence  of  a specific 
diagnosis,  rather  than  to  treat  with  steroids. 

The  association  of  pericarditis  with  acute 
myocardial  infarction  is  important  chiefly  in 
that  pericarditis  of  any  type  may  develop  a 
large  hemorrhagic  effusion  with  tamponade 
in  the  presence  of  anticoagulation.  Therefore, 
a friction  rub  is  a relative  contraindication  to 
anticoagulation. 

Malignant  tumors  may  present  as  peri- 
carditis. In  cases  of  this  kind  in  a Veterans 
Administration  Hospital  the  tumor  is  almost 
always  a bronchogenic  carcinoma;  elsewhere, 
lymphoma  or  breast  carcinoma  may  be  en- 
countered with  some  frequency.  The  tumor 
may  lead  to  a large  hemorrhagic  effusion  or 
may  cause  adhesions  and  pericardial  con- 
striction. 
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* Measures  to  take  in  both  open  and  closed 
chest  cardiac  massage,  with  recommendations  for 
specific  drug  administration,  is  well  covered  by 
the  author. 


Cardiac  arrest  is  the  sudden  cessation  of  the 
heart  beat,  either  by  standstill,  or  in  the 
form  of  ventricular  fibrillation,  resulting  in 
immediate  failure  to  maintain  any  output. 

This  emergency  will  be  experienced  by  al- 
most every  surgeon  and  anesthetist  and  may 
occur  in  any  age  group,  under  a wide  variety 
of  conditions  and  regardless  of  whether  the 
patient  has  had  previous  cardiac  disease. 

Cardiac  arrest  does  not  pertain  to  those 
patients  with  a deteriorating  cardiovascular 
function  extending  over  a period  of  several 
minutes  to  hours  followed  by  stoppage. 

As  high  as  one  cardiac  arrest  in  1,500  op- 
erations has  been  reported  with  the  incidence 
higher  in  males  than  in  females  and  some 
investigators  report  that  the  Negro  patient 
is  more  prone  to  sudden  cardiac  arrest  under 
anesthesia. 

A review  of  1,710  cases  by  Dr.  Stephenson 
revealed  that  almost  25%  of  cardiac  arrests 
were  encountered  in  the  first  decade  of  life, 
the  second  greatest  incidence  being  14.2% 
in  the  sixth  decade.  86%  of  all  cases  occurred 
in  the  operating  room  and  involved  patients 
undergoing  all  types  of  surgery,  under  all 
anesthetic  techniques.  The  incidence  was 
several  times  higher  in  the  good  risk  patient 
as  compared  with  the  apparently  bad  risk 
patient.  Ventricular  fibrillation  was  noted 
in  10-25%  of  all  cardiac  arrests  in  his  series. 

Dr.  Shen  is  Surgical  Resident,  Veterans  Administration  Hospital, 
Wilmington,  Delaware. 


Demin  Shen,  M.D. 

There  are  no  fibers  from  the  vagus  nerve 
in  the  ventricle  and  the  capacity  of  initiating 
stimuli  independently  and  automatically  in 
the  ventricle  is  due  to  the  presence  of  what 
is  known  as  ventricular  specific  tissue.  There 
is  no  apparent  histological  difference  between 
ventricular  specific  tissue  and  the  ventricular 
myocardial  tissue.  Physiologically;  however, 
this  specific  tissue  has  the  capacity  of  initi- 
ating stimuli.  This  ventricular  specific  tissue 
is  the  most  resistant  tissue  in  the  body  and 
can  function  for  long  periods  of  time  without 
oxygen  or  even  blood  supply.  For  either 
cardiac  standstill  or  ventricular  fibrillation  to 
occur  two  important  factors  are  essential. 

1.  The  ventricular  specific  tissue  must  be 
either  diseased  or  depressed  by  drugs  or 
anesthetic  agents. 

2.  Stimuli  initiation  must  be  suppressed  in 
the  auricular  or  conductive  system  of 
the  heart. 

A reflex  inhibition  of  the  supraventricular 
pacemaker  can  easily  result  in  sudden  cardiac 
arrest  if  there  is  disease  or  depression  of  the 
ventricular  specific  tissue  resulting  in  failure 
to  initiate  any  stimuli  when  critically  needed. 
Etiological  Factors 

1.  About  25%  of  all  cardiac  arrests  are  re- 
lated to  the  vago-vagal  reflex: 

These  include 

a.  insertion  of  endothracheal  tube 

b.  tracheal  suction  through  endothracheal 
tube 
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c.  extubation 

d.  cutting  the  vagus  nerve 

e.  dissection  about  the  hilus 

f.  downward  traction  of  stomach 

g.  stripping  of  periosteum  and  underlying 
pleura  from  rib 

h.  change  of  position 

i.  passage  of  Levin  tube 

2.  Conditions  or  diseases  which  may  increase 
or  potentiate  this  uago-vagal  reflex: 

a.  Hypercapnia  and  acidosis  due  to  inade- 
quate respiration  under  anesthesia  or 
hypothermia  may  potentiate  the  effect 
of  the  vago-vagal  reflex,  prolong  the 
conduction  time  of  the  heart  and  re- 
duce cardiac  contractility. 

b.  Obstructive  jaundice  and  biliary  colic 
due  to  stone  may  increase  vagal  tone. 

c.  Pulmonary  embolism,  more  commonly 
known  as  pulmocoronary  reflex,  may  in- 
crease vagal  tone  by  embolic  stretching 
of  the  vessel  wall. 

3.  Anoxia  or  Hypoxia 

Adequate  oxygenation  is  essential  for  en- 
zymatic destruction  of  many  drugs  and  anes- 
thetic agents  and  in  the  absence  of  adequate 
oxygen  their  depressant  action  is  prolonged. 
The  heart  eventually  fails  because  the  myo- 
cardium does  not  respond. 

4:  Electrolyte  Imbalance 

a.  Potassium:  Hypercapnia  or  uremia  may 
cause  hyperpotassaemia. 
Hyperpotassaemia  may  first  cause  auri- 
cular standstill  and  later  total  cardiac 
arrest  in  diastole. 

b.  Magnesium:  This  has  a depressant  ac- 
tion on  the  heart.  Intravenous  injec- 
tions of  magnesium  chloride  or  magnes- 
ium causes  slowing  down  of  the  heart 
rate  and  larger  doses  may  cause  cardiac 
standstill. 

c.  Calcium:  This  has  inhibitory  as  well  as 
stimulatory  effects  on  ectopic  impulse 
formation.  It  may;  therefore,  cause 
either  ventricular  fibrillation  or  cardiac 
standstill. 

5.  Cardiac  Lesion:  The  ischemic  lesion  of 

coronary  artery  disease  may  involve  the 

ventricular  specific  tissue. 


6.  Local  Stimulation:  During  thoracic  sur- 
gery, particularly  cardiac  surgery,  and  dur- 
ing cardiac  catheterization  fibrillation  may 
occur. 

7.  Anesthesia:  Almost  any  anesthetic  agent 
may  cause  cardiac  arrest,  as  well  as  all 
types  of  anesthetic  techniques. 

As  Dr.  Reid  points  out,  a heart  under  anes- 
thesia is  as  vulnerable  to  vagal  stimula- 
tion as  a heart  with  extensive  organic 
disease.  Chloroform,  ethyl  chloride  and 
cyclopropane  may  increase  cardiac  irrita- 
bility, especially  in  the  first  period  of  in- 
duction. When  combined  with  epinephrine 
hydrochloride  they  may  produce  ventricu- 
lar fibrillation.  This  epinephrine  may  be 
derived  from  parenteral  injection  during 
operation  or  from  the  patient’s  sympathetic 
ganglia  during  the  delirium  stage  of  anes- 
thesia. 

8.  Anaphylactic  Shock:  In  this  instance,  the 
full  mechanism  is  not  clearly  understood. 

In  summary,  it  is  important  to  keep  in 
mind  that  the  vagal  reflex  usually  will  not 
produce  cardiac  arrest  in  a normal  healthy 
individual.  Since  there  are  no  obvious  vagal 
fibers  in  the  ventricle,  the  ventricle  will  con- 
tinue to  contract  from  stimuli  of  its  own 
specific  tissue  at  its  own  rate.  If  there  is 
disease  of  the  specific  tissue  or  depression  of 
the  specific  tissue  by  drugs  or  anesthetic 
agents,  then  the  vagal  reflex  may  depress  the 
supraventricular  pacemaker  and  produce  car- 
diac standstill. 

Prevention  Of  Cardiac  Arrest 

1.  Preoperative  evaluation  of  the  patients 
with  cardiac  disease,  cardiac  arrythmias  or 
pulmonary  disease  which  may  make  them 
prone  to  develop  hypercapnia  or  acidosis. 

2.  The  use  of  atropine  sulfate  or  scopolamine 
as  a preoperative  medication  for  children 
as  well  as  adults. 

3.  Increased  alertness  during  certain  proced- 
ures which  are  hazardous — these  include: 

a.  Passage  of  the  endothracheal  tube,  par- 
ticularly under  light  anesthesia. 
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b.  during  extubation 

c.  while  employing  tracheal  suction 

d.  downward  traction  on  the  stomach 

e.  manipulation  of  the  gall  bladder  or 
common  bile  duct 

f.  positional  changes 

g.  peritoneal  closure 

h.  operations  on  the  eye 

i.  operations  in  the  jaundiced  patient 

j.  any  operation  on  a patient  who  shows 
marked  fear  and  apprehension 

k.  injection  of  dye  for  angiocardiogram 

l.  removal  of  aortic  clamps  following  sur- 
gery on  the  aorta 

4.  In  anesthetised  patients  one  should — 

a.  Maintain  maximum  oxygenation  of  the 
myocardium. 

b.  Use  a minimum  of  anesthetic  agents  in 
the  patient  undergoing  cardiac  surgery. 

c.  Seek  careful  induction  of  anesthesia  by 
chloroform,  ethyle  chloride  and  cyclo- 
propane. Avoid  the  use  of  epinephrine 
in  the  patient  receiving  those  anesthetic 
agents. 

d.  Avoid  any  disturbance  to  the  patient 
during  the  induction  of  anesthesia  in 
the  excitement  stage. 

e.  Prevent  hypercapnia  by  maintaining 
good  ventilation  and  changing  the  soda 
lime  frequently  in  a closed  circuit  anes- 
thesia machine. 

5.  During  hypothermia  one  should  limit  the 
temperature  fall  to  not  below  30°C,  and 
prevent  hypercapnia  by  forced  respirations. 

6.  During  cardiac  surgery,  Procain  or  Buta- 
cain  applied  topically  to  the  heart  and  local 
Procain  infiltrated  directly  into  the  ven- 
tricle or  strium  is  useful  in  overcoming 
cardiac  irritability. 

7.  Careful  history  should  be  taken  of  idio- 
syncrasy to  drugs  especially  local  anesthe- 
tic agents. 

Successful  resuscitation  depends  upon 
prompt  diagnosis  and  the  speed  with  which 
cardiac  massage  and  other  resuscitative  mea- 
sures are  instituted.  These  should  be  carried 
out  within  3-4  minutes  after  onset  of  cardiac 
arrest  to  avoid  irreversible  cerebral  damage. 
Therefore  constant  alertness  of  the  surgeon 


and  careful  observation  by  the  anesthetist 
during  and  after  the  operation  is  necessary. 

Warning  signs  which  may  be  followed  by 
cardiac  arrest  are: 

a.  arrythmia 

b.  bradycardia 

c.  hypotension 

d.  cyanosis 

e.  changes  in  respiratory  rate  or  pattern 

f.  downward  displacement  of  the  pace- 
maker 

g.  ectopic  beats 

h.  changes  in  atrioventricular  conduction 

i.  unexplained  changes  in  the  level  of  an- 
esthesia 

j.  ventricular  tachycardia 

But  in  general  there  are  no  criteria  or  warn- 
ing signs  that  are  reliable. 

The  most  important  sign  of  cardiac  arrest 
is  the  absence  of  pulsations  in  a major  artery: 
femoral,  carotid  or  aorta. 

Other  important  signs  are: 

a.  dilated  nonresponsive  pupils 

b.  loss  of  blood  pressure 

c.  loss  of  heart  sounds 

d.  electrocardiogram  which  will  reveal 
whether  the  condition  is  standstill  or 
fibrillation 

In  case  of  serious  doubt,  first,  assume  that 
a real  cardiac  arrest  is  present.  Secondly,  do 
what  is  necessary  for  cardiac  resuscitation. 

The  first  attempt  to  resuscitate  the  non- 
beating heart  of  an  animal  was  reported  by 
Italian  scientist  Andreasa  Vesalius  in  the 
year  1543.  He  used  artificial  respiration,  in- 
serting a reed  into  the  trachea  after  the 
thorax  was  opened. 

Moritz  Schiff,  an  Italian  physiologist,  did 
a lot  of  basic  work  on  cardiac  resuscitation 
from  1863  to  1876.  He  first  used  direct  car- 
diac compression  with  a finger  in  the  open 
thoracic  cavity  of  dogs.  This  was  the  basis 
for  all  further  work  on  cardiac  arrest  and  re- 
suscitation. He  also  showed  the  benefits  of 
immediate  thoractomy  followed  by  cardiac 
massage  and  simultaneous  pressure  on  the 
decending  aorta.  He  was  one  of  the  first  to 
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note  that  in  sudden  chloroform  death,  the 
heart  was  usually  not  in  standstill,  but  in- 
volved in  many  small  fibrillary  contractions. 

Friedberg,  a German  scientist,  in  the  year 
3859,  first  used  an  electric  current  to  revive 
the  arrested  heart.  This  was  elaborated  into 
an  electric  defibrillator  by  Prevost  and  Batel- 
lin  in  1899,  Hooker  and  associates  in  1933, 
and  has  received  its  present  clinical  status 
through  the  efforts  of  Guyton,  Sutterfield  and 
Blalock. 

In  1902  Lane  and  Associates  suggested  the 
abdominal  approach  to  the  heart  through  the 
diaphragm. 

The  first  attempt  at  closed  chest  cardiac 
massage  was  reported  by  Boehm  of  Germany 
in  1878  working  with  cats.  In  1957  Dr.  Stout 
of  Oklahoma  reported  the  first  successful  use 
of  this  method  in  man.  This  method  was 
further  developed  by  Dr.  Jude  from  1957 
to  1960. 

Treatment  Of  Cardiac  Arrest 

We  must  stress  again  the  importance  of  the 
time  factor.  Successful  resuscitation  can 
only  be  accomplished  within  3-4  minutes 
after  cardiac  arrest  occurs. 

The  following  measures  should  be  taken 
at  once: 

1.  Vigorously  pound  the  patient’s  chest 
once  or  twice  over  the  heart,  sometimes 
this  may  cause  spontaneous  resuscita- 
tion. 

2.  Place  the  patient  in  the  supine  position. 

3.  Start  artificial  respiration. 

If  an  endotracheal  tube  is  not  available 
give  mouth-to-mouth  artificial  respiration  as 
follows: 

a.  Be  sure  air  way  is  open.  The  tongue 
should  be  pulled  forward  and  the  neck 
should  be  over-extended. 

b.  The  nose  of  the  patient  is  compressed 
with  one  hand  and  with  the  other  hand 
pressure  is  applied  over  the  patient’s 
epigastrium  to  prevent  distention  of  the 
stomach  by  air.  The  mouth  of  the  pa- 
tient may  be  covered  by  several  thin 
layers  of  gauze,  handkerchief  or  thin 


towel  if  available.  The  operator  then 
takes  a deep  inspiration  and  immedi- 
ately applies  his  open  mouth  to  the 
mouth  of  the  patient  and  makes  a forci- 
ble expiration.  This  is  followed  by  open- 
ing the  nose  and  mouth  of  the  patient 
and  expiration  may  be  improved  by 
forcible  pressure  on  the  patient’s  chest. 
The  optional  rate  for  artificial  respira- 
tion is  20  per  minute.  The  mouth-to- 
nose  artificial  respiration  is  the  alterna- 
tive, and  can  be  carried  out  in  a similar 
manner. 

Start  external  cardiac  massage  following  the 
procedure  advocated  by  Dr.  Jude  of  John 
Hopkins  Medical  School. 

The  patient  is  placed  in  a supine  position 
on  a firm  level  surface.  The  heel  of  one  hand, 
with  the  other  on  top  of  it,  is  placed  on  the 
lower  third  of  the  sternum  just  cephalad  to 
the  xiphoid.  Firm  pressure  is  applied  vertic- 
ally about  once  a second.  At  the  end  of 
each  pressure  stroke,  the  hands  are  completely 
relaxed  to  permit  full  chest  expansion.  The 
physician  or  operator  positions  his  body  so 
that  his  body  weight  can  be  used  in  applying 
pressure.  The  sternum  is  forced  l1^  to  2 
inches  towards  the  spine. 

The  heart  is  limited  anteriorly  by  the 
sternum  and  posteriorly  by  the  vertebral 
bodies,  and  the  pericardium  restricts  lateral 
motion,  so  when  the  pressure  is  applied  on 
the  sternum  ,the  heart  is  forced  against  the 
spine,  forcing  blood  into  the  arteries.  Relax- 
ation, on  the  other  hand,  allows  the  heart  to 
fill  with  venous  blood. 

The  exact  pressure  in  external  cardiac  mas- 
sage should  depend  upon  the  anatomic  build 
of  the  patient,  in  newborn  or  infants  the 
pressure  of  two  fingers  is  sufficient,  and  in 
children  one  hand  alone  is  used.  Especially 
in  adults,  care  must  be  taken  that  the  pressure 
is  exerted  as  described,  not  upon  the  ribs  or 
epigastrium,  in  order  to  avoid  rib  fracture 
or  liver  laceration. 

If  heart  action  has  not  resumed  after  2 
minutes,  an  intra cardiac  or  I.V.  injection  3-5 
cc.  of  1:  10,000  epinephrine  may  be  given. 
If  ventricular  fibrillation  is  diagnosed  by 
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electrocardiogram,  an  external  defibrillator 
is  applied. 

Dr.  Blalock  and  Dr.  Jude  use  electrodes 
58  square  centimeters  in  size,  one  applied  on 
the  suprasternal  notch  and  the  other  on  the 
left  mid-clavicular  line  at  the  level  of  the 
xiphoid,  with  pressure.  They  use  a 60  cycle 
alternating  current  of  8 to  12  amperes  at  440 
volts,  for  as  long  as  0.25  seconds,  repeating 
this  shock  after  15  to  20  seconds  if  fibrillation 
is  still  present. 

Preferably,  when  possible,  an  immediate 
venous  cut  down  should  be  done.  By  this 
route  drugs  may  be  administered  quickly. 
If  necessary  intracardiac  injections  may  be 
used.  Open  cardiac  resuscitation  is  recom- 
mended in  the  following  conditions. 

1.  Elderly  patients  with  severe  arthritis  or 
emphysema. 

2.  In  the  presence  of  chest  injury. 

3.  When  closed  chest  resuscitation  is  in- 
effective, when  a pulse  can’t  be  produced 
or  pupils  remain  dilated. 

4.  When  there  is  ventricular  fibrillation 
and  an  external  defibrillator  is  not  avail- 
able. 

Open  chest  cardiac  massage  has  certain 
advantages: 

a.  Ventricular  fibrillation  can  be  readily 
diagnosed. 

b.  Drugs  can  be  injected  into  the  cavity 
of  the  heart  without  injuring  the  coro- 
nary vessels. 

c.  Manual  message  can  be  more  adequate. 

d.  The  descending  aorta  can  be  compressed 
easily,  when  patient  is  in  shock  to  in- 
crease blood  flow  to  the  brain. 

To  perform  open  cardiac  massage: 

1.  Put  in  endotracheal  tube.  If  patient  is 
on  the  operating  table  this  can  be  ac- 
complished without  any  difficulty.  Use 
100%  oxygen  instead  of  an  oxygen  car- 
bon dioxide  mixture,  squeezing  on  the 
bag  with  the  desired  force  and  rate. 
Open  the  left  side  of  the  chest  through 
the  4th  interspace  which  is  below  the 
nipple  in  the  male  and  below  the  ele- 
vated breast  in  the  female.  Do  not 
stop  to  count  the  interspaces.  Begin  in- 


cision two  inches  lateral  to  the  edge  of 
the  sternum  to  avoid  the  internal  mam- 
mary vessels  and  extend  it  to  the  mid 
axillary  line.  There  is  little  bleeding 
because  there  is  no  blood  pressure.  The 
interspace  then  should  be  spread  wide 
enough  by  retractors  or  fingers  to  admit 
one  hand,  permitting  massage  of  the 
heart  through  the  intact  pericardium. 

The  correct  procedure  for  cardiac  com- 
pression is  one  by  which  an  adequate 
circulation  is  maintained.  This  means 
the  maintenance  of  an  easily  palpable 
pulse  in  the  peripheral  arteries,  con- 
stricted pupils  and  a pinkish  color  in 
the  skin. 

It  is  necessary  to  point  out  that  as 
soon  as  a thoracotomy  is  done,  regard- 
less of  whether  asystole  or  fibrillation  is 
the  cause  of  the  cardiac  arrest,  one 
should  massage  the  heart  at  once.  All 
manuevers  other  than  this,  such  as  open- 
ing the  pericardium,  electrical  defibril- 
lation or  injection  of  drugs  should  be 
performed  only  after  about  5 minutes 
of  massage. 

Dr.  Stephenson  suggests  inserting  the 
left  hand,  clasping  as  much  as  possible 
around  the  heart  with  apex  in  the  palm 
and  fingers  extended  outward  to  the 
base  of  the  heart.  Apply  an  even  pres- 
sure. Avoid  finger  and  thumb  pressure. 

There  are  two  different  opinions  re- 
garding the  optimal  rate  of  cardiac  mas- 
sage. Dr.  Lahey  and  Dr.  Alfred  Blalock 
recommend  40-50  per  minute.  Dr. 
Johnson  and  Dr.  Kirby  advise  65-80  per 
minute  or  as  rapidly  as  possible.  Both 
have  some  experimental  support. 

2.  Under  the  following  conditions  the  peri- 
cardium should  be  opened: 

a.  When  a diagnosis  of  ventricular  fibril- 
lation is  suspected  open  the  pericar- 
dium to  confirm  diagnosis. 

b.  If  diagnosis  of  ventricular  fibrillation 
is  established  by  electrocardiogram, 
the  pericardium  should  be  opened  to 
allow  direct  application  of  the  elec- 
trodes for  electrical  defibrillation. 


March,  1965 


67 


Delaware  Medical  Journal 


c.  In  young  infants  where  the  diaphrag- 
matic attachments  of  the  pericardial 
sac  make  adequate  compression  dif- 
ficult. 

d.  To  repair  accidental  rupture  of  the 
heart  due  to  massage,  the  pericardium 
is  usually  opened  from  the  base  to 
the  apex,  medial  to  the  left  phrenic 
nerve. 

3.  Concurrently  with  these  measures,  an 
assistant  should  start  an  intravenous  in- 
fusion giving  fluid  under  pressure  either 
5%  glucose  in  water  or  plasma  expander. 
Use  blood  as  soon  as  it  is  available.  Vaso- 
pressor intravenously  such  as  25-50  mg. 
of  ephedrine,  45  mg.  of  wyamine,  or  2-3 
mg.  of  Neosynephrine  are  usually  help- 
ful. 

4.  If  there  is  no  forecful,  independent  heart 
beat  after  4-5  minutes  of  cardiac  mas- 
sage, and  the  heart  remains  flabby,  di- 
lute 1 cc.  of  1:  1000  epinephrine  to  10 
cc.  with  normal  saline  and  inject  3-5  cc. 
into  ventricle  or  use  0.2  mg.  of  isuprel 
hydrochloride  diluted  to  10  cc.  with  sa- 
line solution  injected  in  the  same  manner. 

5.  For  ventricular  fibrillation  use  the  in- 
ternal electrical  defibrillator.  The  elec- 
trodes should  be  moistened  with  isotonic 
sodium  chloride  solution  and  applied 
firmly  to  the  heart  with  as  broad  a con- 
tact surface  as  possible,  preferably  one 
electrode  placed  posteriorly  close  to  the 
apex  and  the  opposite  electrode  placed 
anteriorly  near  the  base  of  the  heart. 
A 60  cycle  alternating  current  of  1.7  to 
2.2  amperes  at  120  to  240  volts  is  ap- 
plied for  a period  of  0.1  second  (maxi- 
mum: 0.3  seconds). 

To  repeat,  defibrillation  can  only  be 
successfully  achieved  in  a well  oxygen- 
ated myocardium  of  good  tone.  Any 
attempt  to  defibrillate  a flabby,  cyanotic 
heart  is  hazardous. 

If  the  first  shock  after  adequate 
further  massage  does  not  restore  good 
contractions  within  4 seconds,  follow 
with  a series  of  3 to  7 shocks  in  rapid 
succession,  with  an  interval  of  1 to  2 


seconds  between.  The  electrodes  should 
then  be  removed  and  the  heart  observed. 
If  normal  forceful  beats  do  not  return, 
cardiac  massage  should  be  resumed  again 
and  continued  until  maximum  muscle 
tone  is  restored. 

Epinephrine  will  have  a beneficial  ef- 
fect on  the  heart  both  in  asystole  in 
which  it  may  institute  contractions,  and 
in  ventricular  fibrillation,  in  which  it 
will  increase  the  vigor  of  the  fibrillation 
and  allow  easier  defibrillation.  It  may 
be  given  repeatedly  if  necessary. 

If  epinephrine  is  ineffective  or  if  only 
weak  cardiac  contractions  occur  as  evi- 
denced by  an  electrocardiogram,  with 
poor  or  no  palpable  peripheral  pulse,  the 
use  of  5-10  cc.  of  10%  calcium  chloride 
may  be  of  value.  It  is  injected  directly 
into  the  ventricle  by  means  of  a long 
needle  or  is  given  intravenously  and  re- 
peated if  necessary. 

When  the  circulatory  arrest  is  pro- 
longed for  more  than  five  minutes,  severe 
acidosis  will  occur.  This  may  be  re- 
versed by  intravenous  injection  of  sodium 
bicarbonate  which  is  commonly  available. 
When  the  circulatory  arrest  is  prolonged, 
this  dose  should  be  repeated  every  ten 
minutes. 

Prior  to  repeating  efforts  at  electrical 
defibrillation  cautious  administration  of 
one  of  the  following  drugs  may  be  valu- 
able in  making  the  defibrillation  suc- 
cessful. 

a.  Procaine  amide  hydrochloride  200  mg. 

b.  240  mg.  quinidine  gluconate  intra- 
venously 

c.  2 cc.  of  1/4000  neostigmine  intraven- 
ously 

d.  10-20  meq  potassium  chloride  into 
each  ventricle 

The  majority  of  cases  will  resume 
normal  contractions  spontaneously  as  a 
result  of  electrical  defibrillation  and  only 
in  rare  instances  will  the  heart  arrest, 
in  which  case  one  should  continue  with 
manual  massage. 
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Planning  is  the  order  of  the  day  in  most 
metropolitan  areas. 

More  emphasis  than  ever  before  is  being 
placed  upon  community  planning  for  hos- 
pitals. 

Norman  L.  Cannon,  M.D.,  expressed  this 
viewpoint  in  the  Journal  several  years  ago. 
As  this  issue  goes  to  press  the  merger  of  three 
large  general  hospitals  in  Wilmington  seems 
not  only  probable  but  desirable. 

From  time  to  time  Daniel  Lieberman,  M.D., 
the  Director  of  the  Department  of  Mental 
Health,  has  suggested  that  it  would  be  desir- 
able to  reduce  the  census  at  Farnhurst  by  de- 
veloping psychiatric  departments  in  the  gen- 
eral hospitals  of  the  State.  Dr.  Lieberman 
does  not  limit  this  suggestion  to  the  hospitals 
of  Wilmington.  He  feels  that  it  would  be 
desirable  for  mose  general  hospitals  in  Dela- 
ware to  have  a psychiatric  service.  In  con- 
junction with  this  a paragraph  offered  by 
Wilfred  H.  Bloomberg,  M.D.,  Commissioner 
of  Connecticut  State  Department  of  Mental 
Health  to  the  Connecticut  Hospital  Associa- 
tion in  June  of  1959  is  timely. 

“Finally,  to  come  to  my  third  point,  the 
problem  of  the  development  of  inpatient 
services  for  psychiatric  patients  in  general 
hospitals.  This,  I think,  is  your  problem 
rather  than  mine , but  I wonder  if  you  recog- 
nize the  nature  of  the  problem.  You  see, 
if  you  have  not  an  inpatient  service  in  your 
hospital,  then  the  question  is  not  where  do 
the  patients  with  psychiatric  disorder  go 
in  your  community.  The  question  is — what 
do  they  get  called  in  your  hospital  when 
they  are  admitted.  Because  obviously  they 
are  there.  Now,  I don’t  know  of  any  gen- 


eral hospital  that  hasn’t  got  a considerable 
portion  of  patients  whose  disorder  is  pri- 
marily emotional.  They  will  get  called  neu- 
rosis, mucus  colitis  ...  But  they  are  psychi- 
atric patients,  and  don’t  forget  it.  And  then 
I am  sure  you  all  know  that  you  don’t  take 
alcoholics  and  you  don’t  take  psychotics, 
but  if  the  staff  member  is  insistent  enough, 
somehow  the  patient  gets  in  with  another 
diagnosis,  and  he  is  there.” 

Dr.  Lieberman  concurs  with  Dr.  Bloom- 
berg’s thinking.  He  advances  the  idea  that 
it  might  be  possible  for  the  psychiatrists  as- 
sociated with  the  State  Mental  Hospital  to 
provide  consulting  service  in  the  various  gen- 
eral hospitals  and  their  surrounding  communi- 
ties. This  plan  would  support  the  family 
doctor,  keep  the  patient  near  his  home  and 
friends,  and  do  much  to  improve  the  stature 
and  acceptance  of  psychiatry. 

The  proposal  of  establishing  psychiatric 
services  in  general  hospitals  throughout  the 
State  is  an  obvious  improvement  over  the 
thought  of  building  a smaller  public  psychi- 
atric hospital  in  each  county.  As  important 
as  it  is  to  provide  local  services  for  the  men- 
tally or  emotionally  disturbed,  it  is  perhaps 
even  more  important  that  we  recognize  the 
community  of  interest  and  endeavor  between 
State  operated  and  voluntary  programs. 

The  future  seems  likely  to  demand  closer 
cooperation  between  State  and  voluntary 
agencies.  Perhaps  the  profession,  by  assum- 
ing leadership,  could  help  with  this  union. 
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PHYSICIANS  AND  SMOKING 


Much  has  been  written  on  the  subject  of 
smoking  and  the  increased  incidence  of  carci- 
noma of  the  lung.  Since  the  issuance  of  the 
comprehensive  “Report  of  the  President’s 
Commission  on  Smoking,”  only  the  die-hards 
make  light  of  the  problem;  they  keep  saying 
it  is  all  only  statistical  coincidence  until  some 
personal  tragedy  strikes  home. 

An  intensive  campaign  has  been  started 
to  attack  the  problem.  Our  local  high  schools 
have  guest  medical  speakers,  assemblies,  and 
films.  Newspaper  and  magazine  articles 
against  smoking  abound.  Unfortunately,  we 
doctors  give  lip  service  to  the  problem,  for 
the  most  part. 

There  is  no  doubt  that  we  are  derelict  in 
our  duty.  The  “Do  not  do  as  I do,  but  do  as 
I say”  method  accomplishes  very  little.  As 
doctors  we  are  supposed  to  be  teachers,  in 
the  literal  sense  and  are  supposed  to  teach 
by  example.  One  cigarette  between  the  lips 
of  a physician  in  the  presence  of  an  impress- 
ionable teen-ager  will  cancel  out  ten  high 
school  assemblies.  Everyone  who  attends  a 
medical  staff  meeting  knows  that  the  air  is 
clouded  with  tobacco  smoke.  It  is  common- 
place to  see  physicians  in  hospital  corridors 
smoking  while  making  rounds.  Sometimes 
they  even  smoke  in  patients’  rooms.  And  with 
many  it  is  routine  to  smoke  during  office 
consultations. 

I hold  that  this  is  scientifically  and  ethically 
immoral.  Whether  or  not  a doctor  smokes  is, 
of  course,  his  personal  privilege  provided  that 
he  smokes  in  private  and  not  in  public.  When 
he  is  in  his  professional  capacity  as  a phy- 
sician he  should  not  be  seen  smoking.  By 
that  act  he  negates  all  the  anti-smoking  cam- 
paign material.  Let  him  smoke  in  the  privacy 
of  his  home  or  hideaway,  on  the  rim  of  the 
Grand  Canyon  or  anywhere  else  where  he 
will  be  known  just  as  a person,  but  where  he 


is  in  the  public  eye  as  a physician,  let  him 
keep  the  air  in  his  lungs  sweet  and  pure,  so 
that  he  can  be  an  example. 

I feel  that  we  as  physicians  have  a moral 
obligation  to  support  the  anti-smoking  cam- 
paign. We  should  work  toward  elimination 
of  sale  of  cigarettes  by  our  local  hospitals, 
whether  this  be  from  vending  machines  or  in 
the  Junior  Board  Shops.  The  very  fact  that 
cigarettes  are  offered  for  sale  there  puts  a 
tacit  medical  seal  of  approval  on  their  use. 
We  should  convince  each  other  too  that  smok- 
ing by  physicians  should  be  smoking  in  priv- 
ate only.  Let  us  face  up  to  our  duty. 

Perhaps  it  will  do  little  good  to  argue  with 
an  inveterate  smoker  of  middle  or  older  age. 
And  yet  in  our  contacts  in  our  daily  practice 
we  should  try.  The  professor  was  correct 
when  he  said  that  “The  patient  who  has  a 
chronic  cough  and  keeps  on  smoking  deserves 
it.”  Be  that  as  it  may,  we  must  keep  on 
trying  to  persuade  as  many  “tobacco  addicts” 
as  possible  to  reduce  and  later  on  stop  their 
cigarette  smoking. 

The  real  opportunity  though,  comes  when 
we  see  in  our  offices  the  teen-agers  who  have 
just  recently  acquired  the  smoking  habit.  This 
is  the  time  when  we  should  disregard  the  ap- 
pointment schedule  and  take  time  to  give  an 
anti-smoking  lecture.  No  one  in  the  world, 
no  teacher,  no  film,  no  stacks  of  printed  propa- 
ganda can  do  a better  teaching  job  on  this 
than  we  can. 

Let’s  do  it. 

David  Platt,  M.D. 

SECOND  THE  MOTION 

Today  our  society  is  being  very  proud  of 
the  various  scientific  accomplishments.  In 
the  past  25  years  medical  and  technological 
progress  has  exceeded  all  the  record  of  pre- 
( Continued  on  page  72)  ‘ 
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Dear  Member  Physicians: 

The  American  Medical  Political  Action  Com- 
mittee, AMPAC,  was  organized  for  two  reasons. 
First,  to  encourage  individual  physician  participation 
in  political  activities.  Second,  to  encourage  financial 
support  by  physicians  of  those  running  for  political 
office  whose  political  views  are  most  representative 
of  the  physician’s  viewpoint. 

The  Delaware  Medical  Political  Action  Committee 
was  organized  in  1962  to  carry  out  these  two  ac- 
tivities on  a state  level.  AMPAC  was  orginated  by 
the  trustees  of  the  AMA.  DELPAC  was  started 
only  after  it  received  the  approval  of  the  counsel 
cf  the  Medical  Society  of  Delaware. 

DELPAC,  like  AMPAC,  is  a bi-partisan  organiza- 
tion which  selects  individuals  in  both  parties  to 
support  according  to  their  philosophy,  not  accord- 
ing to  their  party.  DELPAC  nor  AMPAC  back 
presidential  candidates,  they  support  only  candi- 
dates for  Congress  and  occasionally  the  Senate. 
This  organization,  like  the  large  majority  of  phy- 
sicians, tends  to  support  moderate  candidates 
rather  than  those  representing  either  the  right 
wing  or  the  left  wing  in  political  belief. 

William  J.  Vandervort,  M.D. 

President  of  DELPAC 

The  following  is  a reprint  from  California 
Medicine:  The  President's  Page,  August,  1964. 

AMPAC  SHOULD  BE  IN  YOUR  VOCABULARY 

Although  any  election  year  may  be  exciting 
to  many,  an  exercise  in  frivolity  to  others,  still 
you  and  I must  be  reminded  frequently  that 
the  selection  of  governmental  representatives 
eventually  affects  our  way  of  life  and  living. 
It  is,  to  say  the  least,  serious  business. 

I have  been  impressed  over  the  years  with 
the  increasing  number  of  physicians,  their 
wives  and  associates  who  have  taken  an  in- 
tense interest  in  the  revolution  and  evolution 
of  representative  government  in  California  and 
the  nation.  We  physicians  have  been  con- 
tinually admonished  to  devote  attention  to 
our  “civic”  lives  as  well  as  our  professional 
responsibilities.  I salute  those  of  you  who 
have  recognized  the  necessity  for  becoming  in- 
volved in  the  political  process;  I urge  the  rest 


of  you  to  join  hands  with  your  colleagues  in 
the  public  decisions  which  so  vitally  affect  all 
of  us. 

Medicine  has  an  unusual  role  to  play  in  this 
arena  of  public  affairs.  We  deal  in  matters  of 
life  and  death.  And  like  it  or  not,  large  num- 
bers of  decisions  are  being  made  in  legislative 
chambers  which  influence  the  quality,  avail- 
ability and  costs  of  health  care  to  the  Ameri- 
can people.  We  must  take  a more  active  part 
in  these  decisions. 

The  vehicle  most  of  us  in  medicine  have 
chosen  is  AMPAC — the  American  Medical 
Political  Action  Committee.  In  addition  to 
the  Public  Health  League  which  serves  us  well 
on  the  state  scene,  AMPAC  functions  in  the 
national  arena  — supporting  candidates  for 
federal  office. 

Still  in  its  organizational  infancy,  AMPAC 
continues  to  prove  the  value  of  medicine’s 
joining  in  the  great  political  decisions  facing 
voters  and  representatives  across  the  country. 
I have  been  impressed  with  its  early  successes, 
understanding  of  its  growing  pains,  and  I re- 
main convinced  that  it  will  be  an  effective 
instrument  for  our  collective  action  in  the 
future. 

You  may  ask  “why?”  Why  organize  a fed- 
eral political  action  committee  for  medicine 
and  its  paramedical  allies? 

• For  the  preservation  of  freedom  in  medi- 
cal practice  which  we  sincerely  believe  to  be  in 
the  best  interests  of  the  patients  we  serve. 

• For  collective  action,  for  our  viewpoint 
and  support  are  stronger  when  we  join  to- 
gether for  a mutual  goal. 

• For  clarity  of  understanding  among  gov- 
ernmental representatives  and  other  groups 
as  to  the  aggressive  role  medicine  will  play  in 
the  arena  of  public  affairs. 

( Continued  on  page  72) 
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IN  MEMORY  OF  THOSE  MEMBERS  OF  THE 
MEDICAL  SOCIETY  OF  DELAWARE 
WHO  DIED  DURING  THE  PAST  YEAR 

ABRAM  KURLAND  MILLARD  SQUIRES 

WALTER  LUMLEY  THOMAS  J.  TOBIN 

GLENN  VAN  VALKENBURGH 


AMPAC  SHOULD  BE  IN  YOUR  VOCABULARY 

( Continued  from  page  71) 

We  must  continue  to  seek  out  and  support 
candidates  for  federal  office,  particularly  can- 
didates for  the  United  States  House  of  Repre- 
sentatives, who  understand  the  complex  prob- 
lems of  modern  medical  care.  And  our  sup- 
port must  be  meaningful — in  the  terms  of 
time,  hard  work  and,  most  important,  hard 
cash. 

The  congressional  candidate  may  be  Demo- 
crat or  Republican,  incumbent  or  not — but  in 
order  to  get  AMPAC  support  he  must  be  the 
type  of  representative  medicine  can  talk  to, 
work  with  and  learn  from. 

As  all  of  us  know,  during  this  year  of  1964, 
congressional  elections  will  be  held  in  all  of 


California’s  38  districts.  Men  will  be  selected 
to  represent  our  patients  and  ourselves  during 
the  next  two  years  in  Washington.  What  we 
do  today,  tomorrow  and  every  day  through 
the  November  decision  may  determine  the 
future  course  of  American  medicine.  Will 
you  join  with  me  in  supporting  AMPAC — 
with  time,  hard  work  and  hard  cash?  A good 
first  step  would  be  to  send  your  contributions 
today  to:  California  Volunteers  for  AMPAC, 
Suite  823-A,  1515  North  Vermont,  Los  An- 
geles. 

And  I would  urge  you  to  place  AMPAC  in 
your  vocabulary — talk  to  your  colleagues  and 
friends  about  the  continuing  efforts  of  medi- 
cine to  become  involved  in  the  vital  political 
questions  of  the  day. 

James  C.  Doyle,  President 


PHYSICIANS  AND  SMOKING 

( Continued  from  page  70) 

vious  centuries.  The  medical  advances  are 
well  recognized  and  are  considered  as  miracu- 
lous as  far  as  cures  of  infections  and  con- 
tagious diseases  are  concerned.  Prolongation 
of  the  life  span,  increasing  the  comfort  of  the 
sick,  and  the  rehabilitation  of  the  disabled 
have  been  phenomenal. 

However,  in  spite  of  these  achievements, 
our  society  is  grievously  failing  in  the  pre- 
vention and  control  of  mortality  and  mor- 
bidity from  smoking  and  alcoholism. 


Dr.  Platt  has  given  a realistic  presentation 
of  the  responsibility  of  the  physician  in  the 
prevention  of  lung  cancer  by  elimination  of 
smoking. 

Chronic  bronchitis,  emphysema,  coronary 
insufficiency,  and  angina  pectoris  are  certainly 
caused  or  aggravated  by  the  use  of  tobacco. 
We  cannot  escape  the  obligation  to  teach 
society  preventive  medicine,  not  only  by  ac- 
tive teaching  but  also  by  example,  as  Dr. 
Platt  has  so  aptly  put  it  in  his  discussion. 

George  J.  Boines,  M.D. 

Chairman  Publications  Committee 
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Diabetes  Tests 
And  Infant 
Mortality 


Doctor’s 
House  Call 


Members 
In  The  News 


Staph  Infections 


If  all  prenatal  patients  were  automatically  screened  for  diabetes  the  30% 
rate  of  stillbirths  and  infant  deaths  observed  in  untreated  diabetic  women 
— or  those  destined  to  become  diabetics — might  be  sharply  reduced,  and 
dangers  mitigated  or  avoided,  says  the  current  issue  of  Diabetes — Re- 
search, Detection,  Therapy.  The  standard  oral  glucose  tolerance  tests 
(GTT)  are  advocated  during  pregnancy.  Scientists  at  the  Stanford 
University  School  of  Medicine  are  taking  steps  to  determine  whether 
insulin  has  any  deleterious  effect  on  the  course  of  diabetes;  whether 
hyperinsulinism  or  insulin-like  activity  (ILA)  are  involved  in  an  apparent 
increase  in  manifestations  of  the  chronc  syndrome,  such  as  retinopathy 
and  neuropathy. 

Speakers  for  the  month  of  March  in  the  radio  program  sponsored  by  The 
Medical  Society  of  Delaware  (Tuesdays,  11:05  a.m.  on  WDEL)  are: 
Lewis  B.  Flinn — Diabetes;  S.  Ward  Cascells — Foot  Problems;  Leslie  B. 
Whitney — Breast  Cancer;  Thomas  R.  Brooks — Prenatal  Care;  F.  B.  Lane 
Haines — A nesthesia. 

H.  Thomas  McGuire  has  been  appointed  Chairman  of  the  Committee 
on  Mental  Health  in  Industry  for  this  year  by  the  Board  of  Trustees  of 
the  AMA  . . . H.  Henry  Stroud  was  feature  speaker  for  the  Claymont 
Junior  Women’s  Club  on  March  2;  subject — Birth  Defects  . . . C.  A. 
D’Alonzo  spoke  recently  at  a luncheon  meeting  to  the  faculty  of  the 
University  of  Delaware  on  Some  Aspects  of  Industrial  Medicine  . . . 
Andrew  M.  Gehret  spoke  on  Ethics  at  the  Claymont  High  School,  March 
10  . . . David  E.  Saunders  will  speak  on  Plastic  Surgery,  March  31,  at 
the  Wm.  Penn  High  School  . . . John  F.  Gehret  spoke  on  Self  Breast 
Examination  at  the  Alfred  I.  DuPont  High  School  and  will  speak  April 
19th  to  the  Dental  Technicians  on  What  To  Do  When  the  Dental  Patient 
Goes  Into  Labor  . . . Speaking  on  Elder  Care,  will  be  Robert  M.  Marine 
(April  22)  to  the  New  Horizon  Group,  Hanover  Church,  and  William  O. 
LaMotte,  Jr.,  (April  21)  to  the  Wilmington  chapter  of  the  Association  of 
Retired  Persons. 

A new  approach  to  controlling  staphylococcal  epidemics  in  hospital 
nurseries  was  reported  at  a conference  on  Skin  Bacteria  and  Their  Role 
in  Infections  given  at  the  University  of  California,  San  Francisco  Medical 
Center.  The  method:  deliberate  colonization  of  the  newborn  with  a 
non-virulent  strain  of  Staphylococcus  aureus  before  the  epidemic  strain 
can  establish  itself.  Babies  are  inoculated  in  the  throat  and  umbillicus 
within  two  hours  of  birth.  Investigators  advocate  this  use  of  “Bacterial 
interference”  to  abort  nursery  epidemics  of  “staph”  infection  but  not  as 
a routine  practice  in  the  healthy  nursery. 

Staph  lesions  tended  to  be  more  frequent:  1)  Among  babies  with  high 
birth  weight:  3)  Among  mothers  who  had  no  obstetric  complications  (ac- 
counted for  by  the  antibiotic  therapy  given  to  mothers  with  premature 
ruptured  membranes);  3)  Among  boy  babies  (breast  feeding  substantially 
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reduced  infection  rates  in  boys,  but  did  not  affect  girls);  4)  In  babies 
born  after  induced  labor. 

Findings  concerning  hospital  personnel’s  shedding  pathogenic  staphylo- 
cocci to  the  air,  include  these:  1)  Bathing  and  showering  produce  large 
but  transitory  increases  in  bacterial  populations  on  the  skin  surface  at 
almost  every  site  tested  (this  was  attributed  to  the  escape  of  bacteria 
from  deeper  layers  to  the  open  pores);  2)  Distribution  of  bacteria  from 
the  body  is  relatively  consistent  among  individuals;  3)  Every  person 
maintains  a relatively  stable  bacterial  population,  remaining  constant  the 
year  around;  4)  Nurses’  hands  are  a far  more  important  source  of  “staph” 
transmission  in  the  nursery  than  the  airborne  organisms  toward  which 
control  measures  have  largely  been  directed. 

Brief  Briefs  * Sesame  seeds  pose  a growing  problem  for  allergists  and  their  patients, 

reports  the  Nov. -Dec.,  1964  issue  of  the  Journal  of  Allergies.  Severe 
reactions  due  to  hypersensitivity  to  sesame  seed  are  characterized  by 
intense  itching  of  the  oral  cavity  and  tongue,  generalized  redness,  wheezing 
and  shock.  It  should  be  noted  that  there  has  been  an  apparent  pro- 
gression of  the  clinical  reaction  with  repeated  antigen  challenge.  Several 
patients  felt  that  the  prompt  ingestion  of  oral  antihistimines  at  the  onset 
of  symptoms  either  aborted  or  suppressed  the  clinical  symptoms. 

• Plasmapheresis,  a blood  transfusion  technique  in  which  cells  are 
separated  and  returned  to  the  donor’s  veins  in  a matter  of  minutes  is 
now  an  increasing  source  of  plasma.  While  donors  can  donate  whole 
blood  only  five  or  six  times  a year,  they  can  give  plasma  via  the  new 
technique  as  often  as  once  a week.  The  development  is  especially 
valuable  for  hemophiliacs  who  need  a blood  factor  found  in  plasma. 

Plan  To  Attend:  * A Symposium  on  Oral  Facial  Abnormalities  will  be  held  Saturday, 

April  24  at  the  Alfred  I.  DuPont  Institute,  sponsored  by  the  Institute 
and  the  Cleft  Palate-Orthodontic  Clinic  of  the  State  Board  of  Health. 
Members  of  the  medical  profession  are  invited  to  attend. 

Guest  speakers  will  be:  Richard  Boies  Stark,  M.D.,  Attending  Plastic 
Surgery,  St.  Luke’s  Hospital,  New  York  City.  Discussant:  Lyndon 
Arthur  Peer,  M.D.,  Director  of  the  Peer-Walker  Group  for  Plastic 
Surgery,  East  Orange,  N.J. 

Sheldon  W.  Rosenstein,  D.D.S.,  M.S.D.,  Director  of  Orthodontics, 
Cleft  Lip  and  Palate  Institute,  Northwestern  University.  Discussant: 
John  Cooper,  D.D.S.,  Lancaster  Cleft  Palate  Clinic,  Lansdowne,  Pa. 

H.  Harlan  Bloomer,  Ph.D.,  Professor  and  Chairman,  Department  of 
Speech  and  Otorhinolaryngology,  University  of  Michigan.  Discussant: 
Betty  Jane  McWilliams,  Ph.D.,  Associate  Professor,  Cleft  Palate  Re- 
search Center,  University  of  Pittsburgh. 

• The  Third  Annual  Mental  Health  Conference  will  be  held  Thursday 
April  29,  Student  Center,  University  of  Delaware.  The  hours  for  this 
Conference  will  be  9:30  to  4:00  p.m.  Registration  Fee  is  $2.00,  lunch- 
eon included.  All  registrations  must  be  in  by  April  20.  Co-sponsors 
are:  Mental  Health  Association  of  Delaware,  Delaware  Psychiatric 
Society,  Delaware  Association  for  Retarded  Children,  and  The  Medical 
Society  of  Delaware. 

• The  167th  Annual  Meeting  of  the  Medical  and  Chirurgical  Faculty  of 
Maryland  will  be  held  April  21,  22  and  23.  Members  of  the  Medical 
Society  are  cordially  invited.  Study-hour  credits  will  be  given  by  the 
Academy  of  General  Practice. 
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In  Brief 


The  Month  In  S 596,  would  appropriate  $50  million  for  fiscal  1966,  and  additional  sums 

Washington  for  the  next  four  years,  to  assist  public  or  private  non-profit  universities, 

medical  schools  and  other  public  or  non-profit  institutions  in  the  planning, 
establishing,  and  operating  of  regional  medical  complexes  for  research 
and  training  and  for  demonstrations  of  patient  care  in  the  fields  of  heart 
disease,  cancer,  stroke,  and  other  major  diseases.  Dr.  Blasingame  wrote 
the  committee  chairman, 

“The  AMA  has  initiated  steps  within  its  organization  to  give  to  S.  596  a most 
careful  analysis  of  its  intent  and  the  manner  in  which  it  is  sought  to  be  implemented 
and  achieved.  We  cannot  urge  too  strongly  to  this  committee  that  this  legislation 
raises  considerations  with  far-reaching  ramifications  and  with  a potential  of 
far-reaching  effects  upon  the  nation’s  health  needs.  The  course  to  be  charted 
must  represent  the  most  judicious  employment  of  the  nation’s  medical  resources.” 

The  American  Medical  Association  supported  a five-year  extension  of 
the  1962  Vaccination  Assistance  Act  in  recognition  of  the  fact  that  there 
still,  exist  all  over  the  country,  pockets  of  people,  particularly  children, 
who  are  not  utilizing,  or  who  do  not  have  available  to  them,  vaccines  for 
the  prevention  of  poliomyelitis,  diphtheria,  whooping  cough,  and  tetanus. 
The  Act  authorizes  grants  to  the  state  to  enable  them  to  engage  in  a 
concentrated  campaign  to  provide  immunization  to  people  in  these 
pockets  . . . H.R.  2986  includes  measles  in  the  authorized  vaccination 
program. 

Supported  a five-year  extension  of  the  federal  grant  program  for  family 
health  services  for  migratory  workers. 

— Opposed  legislation  that  would  authorize  the  PHS  to  construct  and 
operate  regional  or  national  research  facilities,  on  the  basis  that  research 
in  areas  of  interest  to  medical  science  has  no  geographic  bounds. 

— Opposed  the  use  of  federal  matching  funds  for  initial  staffing  of  com- 
munity health  centers  on  the  premise  that  once  the  center  has  been 
constructed,  the  community  should  assume  the  remaining  responsibility. 

— Opposed  the  authorization  of  federal  mortgage  insurance  and  loans 
to  help  finance  the  cost  of  constructing  and  equipping  facilities  for  the 
group  practice  of  medicine  and  dentistry.  The  bill  specifies  that  the 
surgeon  general  shall  give  preference  to,  in  effect,  closed  panel  prepaid 
group  health  plans.  This  priority  discriminates  against  other  physicians. 


LOW  BACK  PAIN  TREATED  WITHOUT  SURGERY 

( Continued  from  page  55) 

findings.  Should  these  not  be  found,  a more 
gradual  mobilization  with  more  energetic  ex- 
ercises should  be  ordered. 

Conclusion 

In  our  series  less  than  ten  percent  of  hos- 
pitalized patients  with  back  pain,  with  or 
without  sciatica,  required  surgery  after  fail- 
ure of  conservative  therapy.  The  remaining 
patients  respond  satisfactorily  to  an  ener- 


getically based  regime  of  conservative  therapy 
during  which  the  continuation  of  this  therapy 
after  discharge  was  stressed,  as  was  the  need 
to  adjust  their  living  and  working  conditions 
to  allow  for  their  back  problems.  Although 
eighty-two  percent  of  the  non-operated  pa- 
tients stated  they  had  some  continuation  of 
symptoms,  ninety-two  percent  of  those  who 
had  been  doing  light  work  and  eighty  per- 
cent of  those  who  had  been  doing  heavy 
work  were  gainfully  employed. 

References  will  be  supplied  by  the  Journal  on  request. 
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cJluxiliary  czA]]aird 

ANNUAL  NARRATIVE  REPORT  OF  THE  AUXILIARY  STATE  PRESIDENT  1963-1964 


Our  first  major  effort  was  assisting  in  the 
sponsorship  of  statewide  Sabin  Vaccine  clinics. 
Our  three  county  auxiliaries  supplied  two 
members  for  work  at  each  of  the  50  clinics  on 
three  Sundays  in  the  months  of  November, 
December  and  January.  Public  response  was 
so  successful  that  makeup  clinics  were  held 
in  April.  Over  one-half  our  total  membership 
served  at  least  one  Sunday. 

AMA-ERF,  a priority  committee,  shows  a 
successful  year  with  a contribution  of  $1,- 
234.90.  Funds  were  raised  by  a dinner  dance, 
an  auction,  the  sale  of  playing  cards,  note 
paper,  sympathy  and  appreciation  cards.  In 
addition,  one  county  gives  a per  capita  dona- 
tion; the  other  two  counties,  a generous  por- 
tion of  their  operating  funds. 

“Health  Careers,’  always  an  active  com- 
mittee, receives  Delaware’s  major  financial 
support  with  grants-in-aid.  Three  nursing 
schools  in  Wilmington  are  merging.  We  re- 
ceived a total  of  thirty-four  applications  for 
aid  for  its  opening  session  this  fall.  Twenty- 
five  applications  were  accepted  and  processed. 
A total  of  $3,760  was  awarded  this  year.  One 
county  supports  this  fund  by  giving  a spring 
dessert  bridge  and  fashion  show.  Their  profit 
this  year  was  an  all-time  high  of  $922.35. 
Kent  County  sponsors  “Future  Nurse  Clubs.” 

Mental  Health  is  working  in  close  coopera- 
tion with  the  Mental  Health  Association  to 
introduce  “Milestones  to  Maturity”  in  all 
Delaware  high  schools  by  September.  All 
three  counties  give  financial  support  and  many 
hours  of  volunteer  service  to  the  Delaware 
State  Hospital  at  Famhurst;  to  Stokley,  Hos- 
pital for  the  Mentally  Retarded;  and  to  Dover 
Day  Care  Center.  Auxiliary  members  are 
serving  as  active  area  representatives  on  the 
Planning  Committee  of  the  Delaware  Mental 
Health  Planning  Program.  This  committee 
will  examine  and  evaluate  current  and  future 
mental  health  needs  and  facilities.  Legisla- 
tion has  worked  overtime  to  keep  all  mem- 


bers informed.  “Operation  Hometown”  is  ex- 
tremely active  in  New  Castle  County.  In 
October  all  members  were  invited  to  see  “The 
Barnstormer”  shown  under  the  auspices  of 
DelPAC. 

Our  program  chairman  planned  and  pre- 
sided at  the  second  annual  workshop.  For 
perhaps  the  first  time  she  is  being  consulted 
about  county  programs  for  next  year. 

Membership  is  290  members  at  present  and 
all  three  Delaware  counties  are  organized. 

Community  Service  projects  range  from  our 
Sabin  Vaccine  clinics  to  making  over  600 
baby  garments  for  the  Visiting  Nurse  Asso- 
ciation in  Wilmington.  Doctor’s  wives  sup- 
port all  fund  drives,  PTA  activities,  hospital 
auxiliaries,  and  other  community  service  or- 
ganizations. Many  of  our  members  serve  on 
the  governoring  boards  of  these  groups. 

The  Auxiliary  gives  assistance  when  needed 
to  the  Delaware  Jaycees  in  their  collection 
of  sample  drugs.  In  1963  New  Castle  County 
auxiliary  established  a special  project  com- 
mittee, “Operation  Handclasp.” 

1963-64  has  been  a year  of  evaluation  and 
review  in  each  county.  Revisions,  and  indeed, 
new  constitutions  and  by-laws  have  been 
major  undertakings  in  two  counties.  Much 
thought  is  being  given  to  possible  new  fund- 
raising projects  for  AMA-ERF  and  Health 
Careers.  Active  participation  of  members 
has  increased  this  year  due  to  enlarging  com- 
mittees, improving  programs,  and  trying  to 
impress  each  member  that  she  is  needed  and 
“has  a job  to  do.”  Perhaps  the  greatest 
complaint  came  when  Delaware  dentists’  wives 
asked  for  our  assistance  and  advice  in  or- 
ganizing their  auxiliary. 

It  is  with  great  pride  that  I submit  the 
results  of  290  auxiliary  members  who  have 
earnestly  and  diligently  tried  to  “Serve  and 
Communicate .” 

Mrs.  James  Metzger 
March,  1965 
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THE  USE  OF  HEMODIALYSIS  FOR  THE 
TREATMENT  OF  ACUTE  RENAL  FAILURE 


• Now  is  the  time  for  all  good  physicians  to  come 
to  the  aid  of  the  patient  with  renal  failure.  The  same 
faith  we  have  in  life-saving  medication  should  be  ex- 
tended to  the  kidney  machine — a proven  powerful 
agent  in  renal  therapy. 


Introduction 

The  purpose  of  this  report  is  to  summarize 
the  results  of  a hemodialysis  program  initiated 
and  sponsored  by  this  Foundation  utilizing  a 
mobile  dialyzer  transported  between  four  hos- 
pitals in  the  Wilmington  area.  This  program 
was  started  for  emergency  treatment  of  renal 
failure  on  May  3,  1964,  at  the  Wilmington 
General  Hospital  and  is  still  in  progress 
awaiting  decisions  for  more  formal  establish- 
ment of  renal  and  electrolyte  treatment  facili- 
ties with  a full-time  assigned  staff  to  serve 
the  community  and  the  State  of  Delaware. 

Another  and  more  cogent  purpose  of  this 
report  is  to  emphasize  the  importance  and 
need  for  early  or  prophylactic  hemodialysis 
before  the  uremic  syndrome  approaches  de- 
vastating proportions  which  would  eventually 
impose  considerable  time  and  expense  on  the 
part  of  the  attending  medical  personnel  and 
hospital  facilities.  Stated  and  emphasized  in 

Dr.  Hughes  is  Chief  Surgeon  at  St.  Francis  Hospital,  Wilmington, 
President  of  the  Jay  Hughes  Memorial  Medical  Research  Foundation; 
and  Consultant  in  Research  Surgery,  Veterans  Administration  Hos- 
pital, Elsmere. 

John  F.  Lontz,  Ph.  D.,  is  a Director  of  the  Jay  Hughes  Memorial 
Medical  Research  Foundation;  Adjunct  Professor  of  Biophysics.  Holy 
Family  College,  Torresdale,  Pa.  and  Research  Associate,  Plastics 
Department,  E.  I.  du  Pont  de  Nemours  and  Co.,  Inc.,  Wilmington. 


Joseph  F.  Hughes,  M.D. 

John  F.  Lontz,  Ph.D. 

other  terms  this  report  is  a plea  for  early  and 
frequent  hemodialysis  as  urged  by  others1 ’2-3'4-5 
so  as  to  avoid  the  numerous  functional  com- 
plications that  tend  to  offset  restorable  renal 
function.  All  cases  except  one  (Table  I) 
summarized  in  this  report  have  been  terminal 
in  nature  and  have  been  referred  to  this  pro- 
gram much  beyond  the  usual  2 to  4 day  post- 
uremic  manifestation  which  enabled  other 
clinicians4-  to  attain  as  high  as  80  percent 
survival  rate.  The  average  referral  to  this 
program  has  been  between  14  and  21  days  and 
in  some  instances  delayed  as  much  as  6 weeks 
after  renal  inadequacy  was  first  suspected  or 
evident,  thus  markedly  lowering  the  statistical 
chance  of  recovery  and  survival.  While  the 
line  of  demarcation  between  the  progressive 
stages  of  (a)  early  or  suspect,  (b)  advanced 
or  clinically  evident,  and  (c)  terminal  renal 
failure  cannot  be  ascertained  with  any  degree 
of  certainty,  the  delay  in  deciding  for  dialysis 
serves  only  to  complicate  the  course  of  treat- 
ment. 

Hemodialysis  is  now  a clinically  accepted 
procedure  using  several  types  of  dia- 
lyzers  that  include  the  Kolff  twin-coil,8  Mac- 
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The  Use  of  Hemodialysis  for  the  Treatment  of  Acute  Renal  Failure — Hughes 


Figure  1 

Treatment  course  exploiting 
all  three  procedures  for 
overcoming  advancing  ure- 
mia with  complications. 
Early  referral  to  hemodialy- 
sis can  simplify  overall  man- 
agement toward  early  re- 
covery. 1>2>3'4>5 
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Neill-Coilins  parallel  tubing  dialyzer,7  Skeggs- 
Leonards8  and  Kiil9  parallel-plate  dialyzers 
and  several  modifications.  10’u  These  dialyzers 
are  gradually  assuming  increasingly  wide- 
spread clinical  usage  13>l4’i5  because  of  their 
demonstrated  effectiveness  in  removing  the 
toxicants  responsible  for  the  uremic  symp- 
toms. 

The  question  of  clinical  acceptance  is  no 
longer  one  of  debate  as  the  above  references 
indicate,  but  rather  it  is  a matter  of  prompt 
application  where  needed1 3-4>5  regardless  of 
any  a priori  judgment  as  to  whether  the  case 
in  point  is  deemed  acute  or  chronic  renal  in- 
sufficiency, the  latter  having  received  undue 
emphasis.  Where  hemodialysis  is  not  avail- 
able recourse  is  taken  to  peritoneal  dialysis 
which  is  gaining  wide-pread  unsage16’17’18’19  as 
it  requires  no  special  equipment  but  much  pa- 
tient immobility  and  discomfort  for  periods 
up  to  36  hours  or  more.  There  is  little  doubt 
that  hemodialysis,  whether  with  the  twin-coil 
or  parallel-plate  dialyzers,13’14  and  peritoneal 
dialysis  along  with  conservative  management 
have  an  important  combined  role  in  optimiz- 
ing the  over-all  clinical  treatment  of  uremic 
problems.  In  the  present  study  the  parallel- 
plate  pumpless  dialyzer  designed  especially 
for  simplicity  of  operation  and  low  cost  of 
treatment  was  selected,  following  extensive 
proofing  in  animal  studies,  in  preference  to 


the  twin -coil  type  of  dialyzer.  With  the  latter 
each  hemodialysis  involves  the  cost  of  ex- 
pensive, though  disposable  coils  ($65  each) 
and  relatively  large  amounts  of  priming  blood 
(2  to  4 pints)  in  contrast  to  inexpensive,  pre- 
cut membranes  and  the  use  of  dextrose  or 
saline  solution  for  priming  the  parallel  plate 
dialyzers  as  used  in  this  program. 

Hemodialysis  through  an  arterio-venous 
shunt  has  a distinct  advantage  over  peritoneal 
dialysis.  First  of  all,  hemodialysis  is  five  to  ten 
times  more  efficient  time-wise.  Secondly,  infec- 
tion of  the  host  is  less  apt  to  occur  especially 
with  repeated  insertions  and  closures  to  the 
intraperitoneal  cavity.19  Thirdly,  hemodialysis 
causes  little  or  no  loss  of  protein  whereas 
peritoneal  dialysis  causes  a loss  of  40  grams 
of  protein18  during  a 24-hour  procedure.  Peri- 
toneal dialysis  can  be  an  excellent  emergency 
procedure  where  no  congestive  problems  or 
fluid  accumulation  are  involved  in  which  case 
hemodialysis  can  be  the  only  procedure. 
Peritoneal  dialysis  may  have  to  be  augmented 
or  replaced  by  hemodialysis  where  repeated, 
intermittent  treatment  can  set  the  course  of 
safe  transition  to  conservative  management 
for  ultimate  control  and  alleviation  of  the 
renal  problem  and  its  associated  complications. 
The  arterio-venous  shunt  can  be  easily  in- 
serted surgically  and  removed  as  needed  in 
this  ideal  course  of  transition.  Figure  1 illus- 
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trates  graphically  and  in  a hypothetical  man- 
ner the  treatment  course  exploiting  all  three 
of  the  clinical  procedures,  namely  (a)  peri- 
toneal dialysis,  (b)  hemodialysis,  and  (c) 
conservative  management. 

Clinical  Results  of  Hemodialysis  Treatments 

Since  May,  1963  when  this  program  was 
initiated  nine  patients  in  advanced  stages  of 
renal  failure  or  uremia,  and  some  in  comatose 
condition,  were  referred  to  this  program  at 
the  four  hospitals  of  the  Wilmington  area. 
Division  of  location  was:  two  patients  at  the 
Wilmington  General  Hospital,  three  patients 
at  the  Veterans  Administration  Hospital,  three 
patients  at  the  Memorial  Hospital,  and  one 
at  the  Delaware  Hospital. 

To  accommodate  the  requests  for  emergency 
dialysis,  the  dialyzer  shown  in  Figure  2 was 
transported  in  some  eleven  trips  always  avail- 
able for  transfer  attesting  to  the  rugged  con- 
struction. The  nine  patient  referrals  are  fur- 
ther summarized  in  Table  1 in  terms  of  se- 
lected clinical  manifestations.  Of  these  nine 
cases,  six  were  able  to  show  reasonable  re- 
sponse to  conservative  management  at  least 
for  a significant  period  of  which  three  were 
discharged  with  acceptable  or  minimal  renal 
functioning.  Statistically  the  survival  in  this 
present  series  of  emergency  terminal  treat- 
ment is  only  33  percent,  which  compares  quite 
unfavorably  with  the  much  higher  survival 
rate  up  to  82  percent  experienced  in  other 
clinics  that  advocate  prophylactic  dialysis 
as  well  as  emergency  treatment  as  summarized 
in  Table  2.  The  present  statistical  sampling 
with  nine  patients  may  indeed  be  too  low 
for  any  final  or  valid  conclusion  other  than 
the  fact  that  lives  were  saved  or  prolonged. 
Compared  to  the  statistical  data  of  other 
clinics  such  as  listed  in  Table  2 it  is  interest- 
ing to  note  in  the  present  series  of  this  report 
the  comparatively  low  incidence  of  post-sur- 
gical and  post-trauma  referrals;  in  the  clinics 
listed  this  usually  comprised  about  one-half 
of  the  referrals.  Also  not  included  in  the 
present  series  but  statistically  prominent  in 
the  other  clinical  statistics  are  cases  involving 
post-trauma  renal  shutdown  and  nephrotoxin 
ingestion  and  other  functional  complications 
such  as  are  listed  in  Table  2.  It  can  hardly 


Figure  2.  Diagram  view  of  the  blood  flow  and 
dialysis  solution  flow  lines  of  the  Model 
C Hemodialysis  Unit. 


be  believed  that  the  Wilmington  area  can  be 
significantly  devoid  of  these  categories  con- 
tributing to  renal  failure  such  as  has  been 
experienced  in  Seattle,  Denver  and  other 
clinical  locations. 

Case  1 (CB) 

Pre-Dialysis  History.  This  patient  was  a 
44-year  old  housewife  whose  illness  apparent- 
ly dated  back  to  January  8,  1963.  Her  chief 
complaints  were  nausea,  vomiting,  progressive 
body  weakness,  and  occasional  ankle  swelling. 
On  that  date  she  was  admitted  to  the  Dela- 
ware Hospital,  where  clinical  studies  showed 
that  the  patient  had  diabetes  which  was  con- 
trollable by  Orinase  administered  three  times 
daily.  X-ray  studies  showed  normal  upper 
and  lower  gastrointestinal  series.  Intraven- 
ous pyelogram  showed  a non-functioning  left 
kidney.  Blood  urea  nitrogen  (BUN)  was 
within  normal  limits.  Diagnostic  paracentesis 
showed  a negative  transudate  for  acid  fast 
bacilli,  but  she  had  a positive  urine  culture 
for  paracolon  bacilli  which  was  treated  with 
urinary  tract  antiseptics.  After  three  weeks 
in  the  hospital  she  was  discharged  with  the 
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TABLE  I SUMMARY  OF  REFERRALS 


Case 

Age  and 

Days  after 

Number 

Tol«l  Duration 

BUN  Level 

Outcome 

( Patient ) 

Sex 

Diagnosis 

renal  failure 

T reatments 

Hemodialysis 

Highest 

Lowest 

C8 

43F 

Acute  renal  failure 
Chronic  glomerulonephritis 

100 

14 

42  hours 

140 

60 

Died 

Hepatic  coma 

RB 

67M 

Acute  renal  failure 
Septicemia 

14 

1 

4V2  " 

190 

• 175 

Died.  Septicemia , massive 
G.l.  hemorrhage 

BY 

69M 

Acute  renal  failure 
Polycystic  kidney 

1 2 

4 

21  « 

100 

65 

Died 

Hepatic  coma 

JT 

54M 

Uremia 

Goldblatl  kidney 

16 

19 

91  » 

90 

33 

Discharged 

MB 

54F 

Chronic  glomerulonephritis 

364 

3 

20  " 

122 

54 

Discharged 

RG 

60F 

Chronic  glomerulonephritu  s 

14 

6 

35  » 

205 

22 

Discharged  (*) 

JM 

69M 

Uremia 

Congestive  heart  failure 
Pulmonary  edema 

1 2 

2 

0 " 

55 

39 

Died 

Aortic  stenosis 

BB 

44F 

Acute  renal  failure 
Hyperkalemia 

1 

1 

4 •' 

196 

164 

Died 

Hepatic  coma , septicemia 

EH 

43F 

Acute  renal  failure 
Hepatitis 

3 

4 

5 H 

1 35 

07 

Died 

Hepatitis , septicemia 

(*)  Returned  to  hospital  succumbed  to  congestive  heart  failure. 


final  diagnosis  of  diabetes  mellitus,  hepto- 
megaly  with  etiology  unknown,  and  a non- 
functioning left  kidney. 

Following  a second  episode  of  nausea, 
vomiting,  progressive  weakness  and  ankle 
swelling,  she  was  admitted  at  the  Wilmington 
General  Hospital  on  November  17,  1963,  with 
the  following  clinical  manifestation: 


Hemoglobin 

BUN 

Creatinine 
Total  protein 
Albumin 
gamma-Globulin 
Blood  sugar 
Urine  sp.  gr. 

many  white  cells 
many  red  cells 
Prothrombin  time 


6 gm  percent 
58  mgm  percent 
6.1  mgm  percent 
5.3  mgm  percent 

2.6  gm  percent 

2.7  gm  percent 
253  mgm  percent 

1.008 


29  percent 


A retrograde  pyelogram  showed  pyeloneph- 
ritic  changes  in  the  right  kidney  but  the  left 
kidney  was  not  visualized.  Culture  of  the 
right  kidney  showed  paracolon  bacilli,  while 
the  left  kidney  showed  no  growth.  The  urin- 
ary flow  from  the  left  kidney  was  3 to  4 
times  that  of  the  right  kidney.  A renal  scan 
showed  diminished  function  of  both  kidneys, 
very  little  in  the  right  and  little  or  none  in 
the  left.  She  was  given  sodium  bicarbonate 
intravenously  to  correct  her  acidosis  and  phos- 


phorous elevation.  She  was  given  insulin  for 
a few  days  but  developed  several  episodes  of 
hypoglycemia.  Thereafter  insulin  was  dis- 
continued and  she  was  placed  on  Diuril. 
Urine  cultures  showed  paracolon  staphylo- 
coccus and  streptococcus  organisms  which 
were  treated  with  various  antibiotics  and 
finally  Keflin,  0.5  grams  every  four  hours  for 
ten  days.  Apparently  improved,  she  was  dis- 
charged on  December  5,  1963  with  a final 
diagnosis  of  pyelonephritis  with  a Kimmel- 
stein-Wilson  lesion  of  the  kidneys,  diabetes 
mellitus,  hepatomegaly  probably  on  the  basis 
of  cirrhosis  of  the  liver,  and  uremia  secondary 
to  pyelonephritis. 

Following  recurrent  hematuria,  congestive 
heart  failure,  and  progressive  uremia  she  was 
admitted  subsequently  to  Wilmington  General 
Hospital  on  February  18,  March  6,  March 
22,  and  finally  on  April  12,  1964.  She  was 
given  Amicar  for  the  hematuria  but  with  no 
definite  improvement  and  the  usual  Amphojel 
and  sodium  bicarbonate  because  of  suspected 
metabolic  acidosis.  She  was  given  small  units 
of  packed  cells  for  her  anemia  and  medications 
of  vitamin  Bi  and  B«  and  Amicar  to  control 
hematuria.  Seven  exchanges  with  peritoneal 
dialysis  were  given  reducing  the  BUN  from 
105  to  33  milligram  percent  after  about  a 
week  of  treatment;  the  creatinine  decreased 
from  7.2  to  5.8  milligrams  at  the  same  time. 
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TABLE  II 

STATISTICS  OF  SURVIVAL 
BY  PROPHYLACTIC  VERSUS 
TERMINAL  HEMODIALYSIS. 


LOCATION: 

SEATTLE 

THIS  PROGRAM 

Clinical  Problem 

No . 

Surv . 

Dec'd 

No . 

Surv . 

Dec'd 

Post-surgery  ' 

7 

6 

1 

i 

0 

1 

Post-lrauma 

4 

3 

1 

Glomerulonephritis 

1 

1 

0 

3 

2 

1 

Nephroloxins 

1 

1 

0 

Funclional  complications: 

3 

2 

1 

5 

1 

4 

Abortion 

Burns 

Congestive  failure 
Cortical  necrosis 

(1  ) 

(0) 

(1) 

Diabetis  acidosis 
Hypertension , chronic 
Heal  injury 

(1) 

(1) 

(0) 

(1) 

(1) 

(0) 

Hepatitis 

Pancreatitis 

(1) 

(0) 

( 1 ) 

(2) 

(0) 

(2) 

Peritonitis 
Postpartum  failure 
Septicemia 
Miscellaneous 
Undetermined 

(1) 

( 1 ) 

(0) 

(1) 

(0) 

(1) 

T olals 

16 

1 3 

3 

9 

3 

6 

Survival  percentage 

- 

81% 

- 

— 

33% 

Hospital  facilities: 

T reatment 

Established 

Awaiting  decisions 

Dialysis  with: 

Twin 

-coil  and 

Parallel  plate 

Parallel  plate 

Hemodialysis  Course.  With  over  seven  days 
of  uremia  and  need  for  decongestion,  a series 
of  intermittent  hemodialysis  and  ultrafiltra- 
tion were  started  on  May  3 and  continued 
about  twice  weekly  until  June  17.  During 
this  period  the  BUN  was  held  down  to  toler- 
able range  and  the  danger  of  congestion  was 
removed  along  with  frequent  lowering  of  hy- 
perkalemia which  occurred  in  several  episodes. 
After  several  treatments  she  was  able  to  eat 
and  experienced  no  congestive  discomfort  or 
vomiting  and  in  fact  enjoyed  smoking  again 
and  discoursing  with  visitors.  However,  her 
situation  was  not  without  several  complica- 
tions. The  shunt  had  to  be  changed  several 
times  because  of  bleeding  and  clotting  until 
the  modification  in  Figure  5b  was  adopted 
to  reduce  the  length  of  the  silicone  sections. 
She  developed  septicemia  from  streptococcus 
faecalis  on  May  22  which  was  effectively  con- 
trolled with  Keflin.  She  had  recurrent  con- 
vulsions, along  with  hyperkalemia,  the  former 


being  controlled  with  Dilantin  and  phenobar- 
bital.  She  was  given  10  percent  glucose  and 
in  one  hemodialysis  course  some  mannitol 
for  her  oliguria  and  responded  effectively 
retaining  her  urinary  output  of  1000  to  2000 
milliliters  daily.  With  increasing  jaundice, 
which  showed  progressive  bilirubin  discolora- 
tion in  the  dialysis  tank,  the  patient  went  to 
unresponsive  coma  on  June  22  and  expired  on 
June  24.  Autopsy  revealed  the  following 
complications  in  addition  to  uremia,  septi- 
cemia, and  diabetes:  chronic  pyelonephritis, 
chronic  glomerulonephritis,  chronic  pancreati- 
tis, and  congestive  heart  failure. 

Evaluation  Comment.  This  patient  was  af- 
flicted with  irreversible,  terminal  pyeloneph- 
ritis with  final  liver  failure.  Hemodialysis  was 
undertaken  to  attempt  to  bring  her  to  a 
manageable  state  and  possibly  for  corrective 
surgery  to  remove  the  virulent  and  inactive 
kidney  suspected  as  the  refractive  focal  source 
of  persistent  infection.  For  about  a month 
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she  led  a comfortable  existence  and  was  able 
to  get  out  of  bed.  Hemodialysis  was  discon- 
tinued because  of  the  rapidly  deteriorating 
liver  condition  from  which  she  expired. 

Case  2 (RG) 

Patient  History.  This  60-year  old  house- 
wife was  hypertensive  since  1940  undergoing 
treatment  with  hypotensive  drugs.  Patient 
had  history  of  gallstones  corrected  by  cholecy- 
stectomy in  1950.  In  1954  she  had  a right 
CVA  with  left  hemiparesis,  had  good  recovery 
and  was  able  to  resume  normal  activity  and 
housework.  In  March,  1964,  she  had  an  epi- 
sode of  substantial  pain  and  dyspnea  but  was 
well  in  30  minutes.  In  May  she  had  a similar 
attack  which  cleared  and  another  in  June. 
On  admission  to  Memorial  Hospital  on  June 
21,  1964,  she  was  found  to  be  hypertensive 
with  early  congestive  heart  failure.  Her  initial 
hemoglobin  was  8 grams  percent  while  her 
BUN  was  75  milligrams  percent  rising  very 
rapidly  with  very  little  urine  output.  The 
urine  was  three  plus  for  albumin.  Blood 
pressure  was  180/90  with  a pulse  of  90.  Ex- 
amination revealed  a moderately  stuporous 
condition,  hyperventilating  with  slight  twitch- 
ing. Abdomen  was  obese  and  two  plus  edema 
of  the  legs  was  evident.  The  impression  was 
probably  renal  failure  made  worse  by  de- 
creased cardiac  output,  secondary  to  a fresh 
coronary  with  a history  of  hypertensive  cardio- 
vascular disease. 

An  EKG  on  June  21  showed  abnormal  trac- 
ing with  minor  S-T  changes  particularly  in 
leads  2 and  AVI,  consistent  with  early  infarc- 
tion but  not  yet  diagnostic.  A later  EKG 
same  day  revealed  upright  T-waves  and  mod- 
erate sinus  tachycardia  with  no  definite  evi- 
dence of  acute  infarction.  An  EKG  on  June 
25  again  revealed  an  abnormal  tracing  show- 
ing further  S-T  changes  consistent  with  an 
anterolateral  myocardial  infarction.  The  per- 
sisting S-T  elevation  after  this  length  of  time 
may  indicate  a guarded  prognosis.  A less 
likely  possibility  to  consider  would  be  a local- 
ized anterolateral  pericarditis. 

Hemodialysis  Course.  With  indicated  uremic 
symptomatology  including  vomiting  spells,  the 
patient  was  started  on  an  intermittent  series 


of  hemodialysis  and  ultrafiltration  on  June 
30,  July  2,  9,  22  and  30  to  bring  down  the 
high  BUN  and  congestive  condition  along  with 
extensive  surveillance  of  cardiac  and  renal 
activity.  The  patient  did  not  respond  to  man- 
nitol, and  a renal  biopsy  showed  chronic 
glomerulonephritis.  On  July  1,  the  appear- 
ance of  the  abdomen  suggested  the  possibility 
of  a developing  ileus,  adynamic  in  type.  Renal 
calculi  could  not  definitely  be  excluded.  Lobu- 
lar periatectasis  of  both  bases  with  elevation 
of  the  diaphragm  made  it  impossible  to  exclude 
subphrenic  pathology.  The  heart  appeared 
to  have  increased  in  size  since  June  24. 

On  July  14  her  temperature  was  elevated 
and  the  patient  was  started  on  penicillin  and 
streptomycin.  She  continued  to  twitch  but 
her  general  condition  improved.  On  July  8, 
the  patient  appeared  to  improve  mentally  in 
spite  of  the  rising  BUN.  Blood  pressure 
dropped  to  120/90  but  with  a pulse  rate  of 
120.  On  July  13  the  x-ray  showed  improve- 
ment characterized  by  decrease  in  cardiac 
volume  and  clearing  of  some  of  the  areas  of 
atelectasis.  On  July  16  she  still  had  a labile 
cardiovascular  difficulty.  On  July  25  the  pa- 
tient had  a large  hematoma  of  the  right  thigh 
which  increased  the  BUN  from  its  absorption. 

On  August  8 the  lung  fields  were  completely 
clear  and  the  heart  was  decreased  in  volome. 
The  patient  improved  steadily  and  was  dis- 
charged on  August  15.  She  was  able  to  walk 
out  of  the  hospital. 

At  home  she  was  able  to  do  light  house- 
work and  was  treated  by  cobalt  medication 
for  her  anemia  (9  grams  percent).  She  did 
well  until  October  14  when  she  was  readmitted 
for  acute  congestive  heart  failure.  Her  hemo- 
globin was  6 percent.  She  developed  severe 
epistaxis  necessitating  nasal  packing  for  its 
control.  Blood  transfusions  were  given  and 
the  patient  was  placed  in  an  oxygen  tent.  She 
expired  suddenly  on  October  17  without  any 
dialysis  in  this  re-admission. 

Evaluation  Comment..  This  patient  was 
responsive  to  hemodialysis  and  ultrafiltration 
to  alleviate  the  recurring  congestive  problem. 
Renal  biopsy  showed  chronic  glomeruloneph- 
ritis but  her  condition  could  be  stabilized  to 
have  her  discharged.  Three  months  later  she 


82 


April,  1965 


The  Use  of  Hemodialysis  for  the  Treatment  of  Acute  Renal  Failure — Hughes 


Figure  3 

Survival  percentage  in  re- 
lation to  days  referred  after 
initial  onset  of  uremic  symp- 
toms generalized  from  pub- 
lished data1'2*3-4, 5 empha- 
sizing importance  of  pro- 
phylactic referral. 
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200 
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FLUID  CONGESTION 
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SYMPTOMS 
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Nausea  - - Vomiting  Lethargy  - T witching-»»Convulsions— 


was  readmitted  for  acute  congestive  heart  fail- 
ure with  severe  epistaxis  but  expired  before 
any  further  remedial  course  could  be  con- 
sidered. 

Case  3 (JT) 

Patient  History.  In  1951  this  54-year  old 
patient,  a prominent  educator,  had  an  adeno- 
carcinoma of  the  sigmoid  and  was  surgically 
cured.  In  1962  he  was  troubled  with  high 
blood  pressure  and  at  that  time  diagnosed 
with  a gouty  condition  and  mild  diabetes 
manageable  mostly  by  controlled  diet.  Patient 
may  have  had  latent  pre-diabetes  over  a long 
period  of  time.  On  admission  to  Saint  Francis 
Hospital  in  June,  1964,  following  symptoms 
of  shortness  of  breath  and  two  spells  of  de- 
compensation, it  wras  somewhat  evident  that 
the  problem  was  kidney  disease  secondary  to 
diabetes  mellitus  and  gout,  that  is,  with  the 
Kimmelstiel-Wilson  syndrome.  His  joints  had 
been  markedly  swollen  due  to  gout  of  five  to 


seven  years  duration  with  the  uric  acid  ele- 
vated most  of  the  time. 

First  Hemodialysis  Course.  He  was  admitted 
to  the  Wilmington  General  Hospital  on  June 
8,  1964,  and  a series  of  hemodialyses  was  given 
to  correct  his  azotemia.  Although  urea,  crea- 
tinine and  uric  acid  were  repeatedly  removed 
by  dialysis,  confirmed  by  analysis  of  the  waste 
discard  tank,  the  hypertension  persisted. 

Corrective  Surgery.  The  patient  was  ad- 
mitted to  the  Veterans  Administration  Hos- 
pital in  Elsmere,  Delaware,  for  more  extensive 
evaluation  of  the  renal  function.  Renal  angio- 
grams indicated  arterial  constriction  and  dif- 
fused corollary  circulation  presumed  to  have 
been  developed  from  adhesions  of  the  earlier 
sigmoidectomy,  thus  developing  a Goldblatt 
kidney  condition  which  accounted  for  the  sus- 
pected angiotension  mechanism.  On  August 
2,  1964,  a Teflon  bypass  arterial  graft  was  in- 
serted surgically  between  the  right  renal  artery 
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and  the  right  iliac  artery. 

Second  Hemodialysis  Course.  A subsequent 
series  of  hemodialysis  was  started  following 
this  major  surgery  because  of  continued  mild 
azotemic  conditions  as  a more  or  less  prophy- 
lactic measure.  His  condition  improved  with 
markedly  reduced  hypertension  and  he  be- 
came more  responsive  to  hypotensive  drugs 
when  required.  On  September  1,  1964,  when 
the  patient  was  released  on  a week-end  pass 
for  visits,  he  developed  a right  hemiplegia. 
Hemodialysis  was  continued  until  September 
14,  1964,  and  since  that  time  his  renal  func- 
tion was  sufficiently  good  to  warrant  discon- 
tinuing this  second  course.  At  present  he  is 
convalescing  from  his  CVA  and  continuing 
study  in  his  field  as  an  educator. 

Evaluation  Comment.  This  patient  was  suc- 
cessfully brought  through  a serious  vascular 
operative  procedure  with  a prior,  alleviative 
course  of  hemodialysis  and  a second  prophy- 
lactic or  preparative  hemodialysis  for  transi- 
tion to  conservative  management  since  the 
patient  is  capable  of  surviving  with  one  good 
functioning  kidney.  This  case  in  particular 
emphasizes  the  life-saving  capability  in  which 
hemodialysis  can  maintain  the  patient  while 
the  functional  problem  is  being  defined  and 
corrected  by  appropriate  surgery. 

Case  4 (MB  ) 

Patient  History,  This  54-year  old  housewife 
was  admitted  to  the  Memorial  Hospital  in 
April,  1964,  for  uremic  convulsions.  Under 
ordinary  medical  care  without  hemodialysis 
she  slowly  improved  and  was  discharged  five 
weeks  later.  On  June  13  she  was  again  ad- 
mitted to  the  Memorial  Hospital  in  a severe 
state  of  uremia  with  convulsions.  The  blood 
urea  nitrogen  was  102  milligrams  percent  and 
hematocrit  33.3  percent.  Because  of  her  ure- 
mia it  was  decided  that  she  be  treated  by 
hemodialysis  at  the  Wilmington  General  Hos- 
pital to  which  she  was  transferred  as  the  hemo- 
dialyzer  was  in  use  for  another  patient. 

Hemodialysis  Course. . A series  of  three 
intermittent  dialysis  on  June  15,  July  6 and 
10  were  carried  out.  The  patient’s  condition 
was  suffiiciently  improved  for  discharge  on 
July  12.  She  was  able  to  resume  her  house- 


work and  even  commute  to  the  family  sea- 
shore cottage  during  the  remainder  of  the 
summer.  She  required  another  course  of 
treatment  in  mid-November  and  is  now  at 
home  under  surveillance  for  chronic  uremic 
tendency  but  is  doing  light  housework. 

Evaluation  Comment.  This  patient  was 
highly  responsive  to  hemodialysis  having 
limited  renal  function  the  course  of  which  may 
develop  into  a sustained  chronic  condition. 
This  may  require  permanent  cannulation  and 
complete  dependence  upon  periodic  dialysis. 
She  has  enjoyed  nearly  six  months  of  con- 
tinued activity  and  family  life  for  which  they 
are  most  appreviative. 

Case  5 (JM) 

Patient  History.  This  69-year  old  execu- 
tive had  a prostatectomy  of  June  9,  1964,  at 
the  Delaware  Hospital  which  was  uneventful 
except  for  a hypotensive  episode  and  manage- 
able but  non-critical  cardiac  output.  He  was 
discharged  on  June  15  for  recuperation  at 
home.  Three  weeks  after  the  operation  the 
patient  experienced  marked  discomfort  in  the 
form  of  difficult  breathing,  edematous  appear- 
ance on  the  face  and  lower  extremities  along 
with  low  urinary  output  suggesting  mild  oli- 
guria and  congestive  failure.  The  patient  was 
readmitted  for  hospitalization  on  July  2 at 
the  Memorial  Hospital  for  surveillance  and 
treatment.  Gradually  the  congestive  condi- 
tion became  more  severe  and  the  patient  re- 
quired oxygen  therapy  and  later  went  into  a 
series  of  Cheyne-Stokes  respiration  episodes. 
Shortly  thereafter  hemodialysis  with  ultra- 
filtration was  prescribed  on  consultation  as 
an  emergency  measure. 

Hemoldialysis  Course.  On  July  28,  approxi- 
mately four  weeks  after  the  inital  discomfort 
with  oliguria  and  congestive  failure,  the  pa- 
tient by  this  time  became  highly  edemic,  fre- 
quently lapsing  into  comatose  condition  with 
marked  swelling  of  the  extremities,  and  quite 
irrational  and  incoherent.  The  first  of  a 
series  of  intermittent  hemodialysis  with  high 
ultrafiltration  was  started  on  that  day.  With- 
in 2 to  3 hours  the  swelling  of  the  extremities 
was  markedly  reduced  and  the  patient  ac- 
quired coherency  and  was  seemingly  with- 
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drawn  from  cardiac  arrest  due  to  highly  con- 
gestive condition.  Two  days  later  a second 
treatment  was  given  to  attempt  transition  to 
conservative  management  with  mannitol  to  un- 
block the  oliguric  condition.  As  a precaution 
the  mannitol  was  administered  during  the 
hemodialysis  during  the  second  and  third  hour 
of  treatment  of  four  hours  on  the  dialyzer. 
One  hour  after  the  completion  of  the  dialysis 
the  patient  voided  uncontrollably  an  estimated 
600  to  800  milliliters  of  urine  for  the  first  time 
in  days  in  such  a volume.  A second  voiding 
occurred  about  six  hours  later  after  dialysis; 
the  patient  had  been  allowed  an  intake  of 
tea.  A third  voiding  approximately  16  hours 
later  of  an  undetermined  copious  volume  was 
successfully  ventured  by  the  patient  walking 
unassisted  to  the  adjoining  bathroom.  Al- 
though rational  and  seemingly  in  excellent 
spirits,  the  unrestrained  patient  succumbed 
suddenly  24  hours  later  to  a fatal  coronary 
occlusion.  Autopsy  revealed  an  advanced, 
severely  sclerotic  immobilization  of  the  aortic 
valve. 

Evaluation  Comment.  This  patient  proved 
highly  responsive  to  hemodialysis  and  high 
ultrafiltration  for  emergency  decongestion,  but 
the  inevitability  of  the  advanced  aortic  sten- 
osis was  a complication  not  amenable  to  re- 
versal by  dialytic  means  so  far  as  the  present 
art  is  known.  Significantly,  this  treatment 
returned  the  patient  from  neuropathic  irra- 
tionality and  incoherence  with  hypoventila- 
tion to  normal  conversant  condition  before 
the  sudden  demise. 

Summary  And  Conclusions 

Hemodialysis  using  a pumpless  parallel 
plate  dialyzer  following  the  present  trends  in 
numerous  clinics  toward  a less  expensive  and 
more  efficient  unit  for  widespread  patient 
treatment  has  been  initiated  in  the  Wilming- 
ton area.  As  a mobile,  transportable  unit  of 
local  manufacture,  the  dialyzer  has  been  effec- 
tively used  in  four  of  the  local  hospitals  for 
emergency  treatment  of  nine  patients  most 
of  whom  were  in  advanced  stages  of  uremic 
poisoning.  Of  these  three  have  been  rescued 
from  terminal  stages  and  carried  over  to  con- 
servative management.  The  emergency  treat- 
ments represent  33  percent  survival  compared 


to  some  80  percent  attainable  at  other  hos- 
pitals that  have  adopted  early  referral  or 
prophylactic  dialysis.  In  our  experience  the 
families  of  these  patients  and  even  the  pa- 
tients themselves  have  been  most  appreciative 
and  grateful  for  this  therapy.  (Figure  3) 

The  effective  use  of  the  hemodialyzer  in  the 
overall  management  of  renal  failure  and  con- 
gestive problem  lies  in  its  dramatic  ability  for 
removing  numerous  toxicants  to  stave  off  the 
advancing  complications  and  susceptibility  of 
the  patient  to  infection  and  other  functional 
complications.  In  this  program  all  referrals 
were  accepted  as  deserving  of  the  hemodialysis 
treatment  not  only  to  relieve  the  imperiling 
conditions  but  to  gain  time  to  readjust  the 
complications  ensuing  from  advanced  edema- 
tous conditions,  catabolism,  and  to  remove 
excess  or  ineffective  clinical  administrations. 
All  patients  were  regarded  as  potentially  re- 
compensatable,  unless  proven  otherwise  with 
non-responsiveness  to  the  hemodialysis  course 
of  intermittent  treatments. 

The  rather  dramatic  improvement  noted  in 
convulsant,  nauseated,  vomiting,  lethargic  and 
even  comatose  patients  confirm  what  has  been 
repeatedly  published  from  various  sources, 
even  though  the  azotemic  factors  would  ap- 
pear to  be  only  marginally  reduced.  The 
numerous  instances  where  patients  in  uremia 
were  returned  to  where  they  could  take  pre- 
scribed nourishment  lends  clear  emphasis  to 
the  value  of  this  treatment.  In  several  cases 
where  congestive  heart  failure  was  evident 
along  with  impaired  renal  activity,  the  dialyzer 
served  as  an  effective  means  for  carrying  out 
rapid  decongestion  by  virtue  of  the  high  ultra- 
filtration efficiency  of  the  parallel  plate  dialy- 
zer. 

The  application  of  hemodialysis  with  more 
modern  parallel  plate  dialyzers  of  simpler  and 
less  costly  design  is  available  in  this  Wilming- 
ton area  under  limited  support  of  this  Founda- 
tion. It  is  hoped  that  the  program  of  treat- 
ment will  be  adopted  as  regular  routine  ac- 
tivity in  each  of  the  various  hospitals  with  an 
assigned  staff  that  can  be  trained  by  this 
Foundation  rather  than  by  the  present  make- 

( Continued  on  page  102) 
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DISSECTING  ANEURYSM  OF 


THE  CORONARY  ARTERY 


Case  Report 

* The  author  presents  an  unusual  cause  of  sud- 
den death.  Although  dissection  of  the  coronary 
and  other  peripheral  arteries  is  infrequent  when 
compared  to  the  well-known  dissecting  aortic 
aneurysm,  it  is  suggested  that  all  are  due  to 
similar  etiologic  factors. 


Dissecting  aneurysms  of  arteries  other  than 
the  aorta  are  uncommon.  For  example,  Hirst 
et  al1  in  I 957  collected  505  cases  of  dissecting 
aortic  aneurysms,  whereas  Foord  and  Lewis2 
in  1959  collected  only  48  examples  of  primary 
dissecting  aneurysms  of  peripheral  and  pul- 
monary arteries.  In  Foord  and  Lewis  series, 
the  renal  artery  was  most  often  affected  (12 
cases)  followed  by  the  intracranial  (8  cases) 
and  coronary  artery  (6  cases).  Since  their 
review,  I have  found  in  the  literature,  three 
additional  cases  in  which  the  coronary  artery 
was  involved.3-4’5  Of  this  total  of  9 cases,  six 
involved  the  main  left  coronary  artery  and/or 
its  anterior  descending  branch  and  the  other 
three  involved  the  main  right  coronary  artery. 
The  following  additional  case  is  reported  and 
will  serve  as  an  introduction  to  a brief  con- 
sideration of  etiological  factors  in  dissecting 
aneurysms. 

Case  Report 

The  case  was  that  of  a 34-year  old  white 
woman  who,  while  watching  television  one 
night,  rather  suddenly  became  ill  and  retired 
to  another  room  to  lie  down.  Shortly  there- 
after she  developed  chest  pain,  difficulty  in 
breathing  and  was  noted  to  be  cyanotic  in 
color.  She  was  rushed  to  the  hospital  but  was 
pronounced  deal  on  arrival.  As  far  as  could 

Dr.  Ashley  is  Associate  Pathologist,  Memorial  Hospital,  Wilming- 
ton, Delaware.  Case  Report  from  the  Department  of  Pathology. 


Patrick  F.  Ashley,  M.D. 

be  ascertained,  the  deceased  had  enjoyed  good 
health  and  was  not  known  to  have  had  hyper- 
tension or  cardiac  disease.  An  autopsy  was 
ordered  by  the  office  of  the  Medical  Examiner. 

Autopsy — The  body  was  of  average  size  and 
build.  Positive  findings  were  essentially 
limited  to  the  heart.  There  was  an  area  of 
hemorrhagic  discoloration  involving  the  an- 
terior descending  branch  of  the  left  coronary 
artery  just  below  its  origin  from  the  left 
coronary.  This  area  extended  for  no  more 
than  1 cm  and  on  cross  section  the  lumen  was 
oblitered  by  blood  clot.  The  heart  was  of 
normal  size  and  weighed  325  grams. 

Microscopic  examination  showed  the  lumen 
to  be  reduced  to  a slit-like  space  as  a result 
of  a dissecting  hemorrhage  which  extended 
almost  around  the  entire  circumference  (Fig. 
1).  The  dissection  involved  the  outer  third 
of  the  muscular  wall.  The  muscle  coat  of 
this  segment  showed  small  cystic  like  spaces 
not  unlike  that  seen  in  medionecrosis  of  the 
aorta.  Patchy  accummulations  of  inflamma- 
tory cells,  chiefly  lymphocytes  and  eosinophils 
were  observed  in  the  adjacent  adventitia. 
There  was  no  evidence  of  myocardial  infarc- 
tion. Death  was  attributed  to  acute  coronary 
insufficiency. 

Comment 

In  the  etiology  and  evolution  of  a dissecting 
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Figure  1 

Cross  section  of  coronary  artery. 
Arrow  indicates  dissecting  hemor- 
rhage with  slit-like  compression 
of  the  lumen. 


aneurysm,  a number  of  predisposing  and  ex- 
citing factors  are  involved.  In  the  following 
comments,  those  factors  that  are  considered 
paramount  will  be  briefly  noted  together  with 
points  of  similarity  and  dissimilarity  between 
dissection  of  the  aorta  and  dissection  of  peri- 
pheral arteries. 

1.  Medionecrosis — In  dissecting  aneurysm  of 
the  aorta,  a rather  distinct  pathologic  process, 
namely  medionecrosis  is  invariably  present 
and  considered  by  many  to  be  a basic  requisite. 
The  process  has  been  noted  in  some  but  not 
in  the  majority  of  instances  of  dissection  of 
the  peripheral  arteries.  If  this  discrepancy  is 
valid,  it  may  partly  be  explained  by  the  fact 
that  the  aorta  is  predominantly  an  elastic 
artery  whereas  the  peripheral  arteries  are 
predominantly  muscular.  Thus,  degenerative 
changes  even  if  these  are  due  to  certain  com- 
mon etiological  factors  (ageing,  stress,  con- 
genital weakness  and  bacterial  toxins,  for  in- 
stance, have  been  suggested  as  possible  causa- 
tive factors),  may  present  different  micro- 
scopic patterns  in  these  two  types  of  vessels. 
That  a degenerative  change  occurs  in  the 
muscular  coat  of  peripheral  arteries  involved 
by  dissection  has  been  well  documented  by 
Foord  and  Lewis,2  but  in  their  view  it  does 
not  resemble  classical  cystic  medionecrosis. 


However,  later  contributors  on  the  subject 
have  shown  that  cystic  medionecrosis  does 
occur  in  muscular  arteries  and  is  a factor  in 
dissection.3’5  Regardless  of  the  nature  of  the 
pathologic  process  and  the  type  of  artery  in- 
volved, it  is  of  interest  that  the  dissection 
invariably  involves  the  outer  media. 

2.  Intimal  Tears — Intimal  tears  occur  in 
95%  of  cases  of  dissecting  aortic  aneurysms 
but  in  peripheral  arteries  the  incidence  evi- 
dently is  not  as  high.  The  rate,  which  has 
been  estimated  at  40%  is  probably  conserva- 
tive as  in  many  of  the  cases  the  arteries  were 
fixed  and  cut  transversely  so  that  a small 
intimal  rent  could  be  readily  overlooked. 

3.  Hypertension — Hypertension  is  generally 
regarded  as  an  important  predisposing  factor 
in  the  etiology  of  a dissecting  aneurysm.  It 
was  present  in  approximate  equal  frequency, 
namely  63%  and  53%,  in  the  cases  of  aortic 
and  peripheral  artery  aneurysms.  Hyperten- 
sion may  exert  its  effects  in  these  ways: 

(A)  By  causing  continued  stress  on  the 
vessel  wall,  it  may  contribute  to  the  develop- 
ment of  medionecrosis.  Certainly  dilatation 
of  the  aorta  in  hypertension  is  frequently  ob- 
served radiologically  and  one  may  assume  that 
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this  dilatation  does  not  occur  without  struc- 
tural weakening. 

(B)  It  may  cause  rupture  of  the  vasa 
vasorum,  a process  considered  by  many  to  be 
the  initiating  factor  in  dissection. 

(C)  It  may  cause  the  intimal  tear  which 
permits  blood  to  enter  the  vessel  wall.  Ac- 
cording to  Perry’s  hypothesis,6  hypertension 
is  the  essential  predisposing  factor  initiating 
intimal  rupture  in  aortic  dissection.  As  most 
of  the  tears  occur  in  the  proximal  portion  of 
the  ascending  aorta,  he  reasons  that  the  valve 
commissures  exert  a rocking  force  and  pull 
on  the  aortic  wall  at  this  point  as  they  are 
driven  shut  in  diastole.  The  fact  that  the 
tears  are  usually  transverse  to  the  axis  of  the 
valve  commissures  adds  weight  to  this  hypo- 
thesis. Yet  in  5%  of  the  cases  dissecting 
aortic  aneurysms,  no  intimal  tear  is  found. 
This  has  led  many  to  believe  that  the  intimal 
tear  is  not  the  primary  exciting  factor  in 
dissection  but  rather  that  it  is  secondary  to 
an  intramural  hematoma  initiated  from  rup- 
ture of  the  vasa  vasorum.  Whatever  its 
nature,  once  an  intimal  break  occurs,  it  allows 
arterial  blood  to  enter  the  wall  and  initiate 


or  continue  dissecting  hemorrhage. 

4.  Trauma — Trauma  either  direct  or  indi- 
rect is  not  considered  a significant  factor  in 
aortic  dissection.  However,  direct  traumatic 
injury  of  the  involved  artery  played  a major 
role  in  producing  a dissection  in  20%  of  the 
reported  cases  where  the  dissection  involved 
a peripheral  artery.  The  injury  usually  oc- 
curred during  surgical  manipulation  or  needle 
injection. 

From  a consideration  of  the  above  findings, 
it  appears  that  although  dissecting  aneurysms 
of  the  coronary  and  other  peripheral  arteries 
are  uncommon  when  compared  with  the  well- 
known  aortic  aneurysms,  a majority  of  the 
cases  in  each  group  share  in  common  certain 
factors  considered  important  in  producing  dis- 
section. Thus,  association  of  such  factors, 
namely,  medial  degeneration  or  necrosis,  hy- 
pertension and  intimal  tears  suggest  a similar 
pathogenesis  for  the  dissecting  process.  Dis- 
secting aneurysms  of  arteries  due  to  direct 
traumatic  injury  are  probably  of  a separate 
category  and  the  above  mentioned  factors  are 
not  necessarily  implicated. 

References  will  be  supplied  by  the  journal  on  request. 


D.A.M.A.  SERVICE 

The  Delaware  Association  of  Medical  Assistants,  in  line  with  its  policy  of 
serving  the  medical  profession,  is  instituting  a registry  for  women  seeking 
employment  in  physician’s  offices.  This  would  apply  to  both  clerical  and 
clinical  aides. 

Applicants  are  urged  to  send  a resume  of  previous  employment  and  education 
to  Mrs.  Evelyn  Neumann  at  the  Delaware  Hospital  Eye  Clinic.  Mrs.  Neumann’s 
phone  number  at  the  hospital  is  OL  4-5111,  ext.  280,  and  at  home  in  the  evening, 
PO  4-8254. 

In  order  for  the  registry  to  fulfill  its  aim,  it  will  also  be  necessary  for 
physicians  in  need  of  assistants  to  register  their  needs  with  Mrs.  Neumann. 
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ORTHOPEDIC  SCREENING  OF  CHILDREN 
IN  DELAWARE  PUBLIC  SCHOOLS 


* Delaware  public  school  children,  grades  one 
through  twelve,  were  screened  for  orthopedic 
problems  during  the  1962-63  school  year.  The 
initial  screening  procedures,  final  screening,  fol- 
low-up and  results  are  discussed. 


Samuel  Cronis,  B.S.,  R.P.T. 
A.  Yvonne  Russell,  Ph.D.,  M.D. 


A state  wide  orthopedic  screening  program 
was  conducted  in  the  public  schools  of  Dela- 
ware, exclusive  of  the  public  schools  of  the 
City  of  Wilmington  and  all  parochial  schools, 
during  the  1962-63  school  year.  This  was  a 
cooperative  program  by  physical  education 
teachers,  school  nurses,  school  administrators, 
the  State  Department  of  Public  Instruction, 
the  A.  I.  duPont  Institute,  and  the  State 
Board  of  Health.  Preliminary  reports  of  the 
screening  have  been  made.1’2 

Initial  Screening  Procedures 

Prior  to  the  screening,  teaching  clinics  were 
held  at  specific  locations  throughout  the  State 
to  brief  physical  education  teachers  and  school 
nurses  on  the  procedures  and  techniques  of 
orthopedic  screening.  The  clinic  instructors 
were  orthopedic  surgeons  of  the  A.  I.  duPont 
Institute.  A check  list  to  assist  those  screening 
the  children  was  developed  ( Figure  1 ) . After 
the  clinics  were  held,  the  physical  education 
teachers  and  nurses  performed  the  initial 
screening.  There  were  68,301  children  screen- 
ed in  the  schools,  of  whom  3,800  children 
were  judged  to  have  defects.  Physical  ther- 
apists who  are  staff  members  of  Crippled  Chil- 
dren’s Services,  State  Board  of  Health,  re- 
screened these  3,800  referrals  with  the  result 
that  998  children  were  then  recommended  for 
examination. 

Final  Screening 

Fifteen  examination  centers  were  established 

Mr.  Cronis  is  Coordinator  of  Physical  and  Occupational  Therapy 
Services,  Division  of  Crippled  Children’s  Services;  Dr.  Russell  is 
Director,  Division  of  Crippled  Children's  Services,  Delaware  State 
Board  of  Health. 


Figure  1.  ORTHOPEDIC  SCREENING 
REFERRAL  CHECK  LIST 


PUPIL'S  NAKE  SCHOOL 

SCHOOL  NURSE  DATE  OF  REFERRAL 

1.  POSTURE 
a")  Poor 

2.  SHOULDERS 

a)  Drooped  and  unable  to  correct  volun- 
tarily 

b)  ohoulder  blades  prominently  protrudin 
and  cannot  be  actively  corrected 

c)  One  shoulder  markedly  higher  than 
the  other  _ 

3.  S_P_INE 

a)  Lateral  Curvature: 

Mild Moderate Severe 

b)  Posterior  Curvature  "(Kyphos i sT: 

Upper Lower 

c)  Anterior  Curvature"! n Lower  Spine 

(Lordosis)  : Moderate  Severe 

4.  ABDOMEN 

a)  Markedly  protruding 

5.  LOWER  EXTREMITIES 

a)  One  short 

b)  One  small¥r 

c)  Knock  knees"!  "Moderate  Severe 

d)  Bow  legs:  Moderate "Severe 

6.  FEJsT 

a)  Long  arches  markedly  flat 

b)  Tight  heel  cord 

c ) Bunion 

d)  Hammer  toe- 

7.  WALKS  WITH 

a ) Limp  _ 

b)  Waddle 

c)  Feet;turne"d  i n out 

8.  MUSCULATURE 

a)  Generalized  weakness 

b)  Apparent  weakness  in"on«f  extremity 


Prepared  by  A.  R.  Shands,  Jr.,  M.D.,  and  G.  Dean 
MacEwen,  M.D.,  Alfred  I.  duPont  Institute,  Wil- 
mington. 
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at  schools  and  State  Board  of  Health  clinic 
facilities  throughout  the  State.  Each  center 
was  staffed  by  two  orthopedic  surgeons  from 
the  A.  I.  duPont  Institute;  two  physical  ther- 
apists from  the  Crippled  Children’s  Services, 
State  Board  of  Health;  and  a representative 
of  the  State  Department  of  Public  Instruction. 
Schedules  for  examination  teams  and  times 
for  schools  to  be  present  had  been  prepared. 
The  personnel  at  each  center  were  divided  in 
two  teams  so  that  the  boys  and  girls  could 
be  examined  in  separate  areas.  School  nurses 
accompanied  their  students  to  the  examination 
centers  to  assist  them  and  to  be  present  dur- 
ing examinations. 

Each  student  entering  the  examination  area 
gave  the  check  list  previously  prepared  (Figure 
1)  and  a permission  slip  signed  by  one  or 
both  of  his  parents  to  the  examining  physician. 
The  examining  physician  reviewed  the  check 
list  before  his  examination  of  the  child.  The 
physician’s  findings  and  recommendations 
were  then  recorded  on  the  Clinic  Worksheet 
(Figure  2)  which  has  been  used  for  many 
years  in  Crippled  Children’s  Services’  clinics. 
Crippled  Children’s  Services  assumed  respon- 
sibility for  preparing  a master  school  work- 
sheet with  separate  columns  for  the  listing  of 
the  school,  nurse,  student,  county,  diagnosis, 
recommendations,  and  follow-up  notes.  The 
master  school  worksheet  was  filled  out  from 
the  Clinic  Worksheet  (Figure  2).  Copies  were 
made  of  the  master  school  worksheet  for  the 
school  nurse  and  the  agencies  involved  in  the 
screening. 

In  many  cases  the  parents  of  the  students 
were  present  when  the  examinations  were  be- 
ing made.  The  parents  were  not  requested 
to  be  present  but  many  were  particularly  in- 
terested in  the  services  for  their  children. 

It  should  be  particularly  noted  that  children 
with  known  orthopedic  abnormalities  who  had 
been  evaluated  previously  or  who  had  been 
treated  previously  were  excluded  from  the 
final  screening. 

Follow-up  Procedures 

The  school  nurse  assumed  responsibility 
fcr  contacting  the  parents  of  each  child  ex- 


Figure  2 

CLINIC  WORKSHEET 

PATIENT'S  NAME 

CLINIC DATE- 

CHIEF  COMPLAINT 

SHOES:  ORTHOPEDIC LOW HIGH 


PIN  TOE  BARS SCAPHOID  PADS- 

OTHER  RECOMMENDATIONS: 


SHOE  INFORMATION:  (TO  BE  COMPLETED  BY  SHOEMAN  l. 

STYLE SIZE PRICE 

PARENT  SEEN  BY  MEDICAL  SOCIAL  CONSULTANT  IN  CLINIC:  YES NO- 
MEDICAL SOCIAL  NOTES:  (TO  PAY)  CC  SERVICES FAMILY OTHERS- 


amined.  Those  needing  medical  attention 
became  the  responsibility  of  the  family  physi- 
cian. Crippled  Children’s  Services’  clinics  ac- 
cepted referrals  for  treatment.  The  A.  I. 
duPont  Institute  accepted  any  child  referred 
by  the  family  physician  or  Crippled  Children’s 
Services. 

In  the  fall  of  1963,  clinics  were  held  by  the 
physical  therapists  of  Crippled  Children’s 
Services  for  the  school  nurses  and  physical 
education  teachers  in  order  to  assist  them 
with  corrective  exercise  programs  for  the 
children.  The  physical  education  teachers 
and  school  nurses  worked  together  with  the 
children  when  corrective  exercises  were  recom- 
mended. Also  in  the  fall  of  1963  the  Division 
of  Health,  Physical  and  Driver  Education  of 
the  State  Department  of  Public  Instruction 
made  a survey  of  all  school  nurses  to  determine 
the  action  taken  on  each  student. 
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Orthopedic  Screening  of  Children  in  Delaware  Public  Schools — Cronis 


TABLE  I SCHOOL  ORTHOPEDIC  SCREENING  PROGRAM  1962-1963 


Mote  School  Examination  Center 
Brandywine  Springs  Jr.  High  *17 


Krebs-Newport  No.  21  10 

Mote  21 

Marshallton  Elem.  18 

Richardson  Park  1 

**(4,598)  67 

Stanton  Jr.  High  Exam.  Center 
Lora  Little  13 

Forest  Oak  10 

Stanton  Jr.  High  24 

Stanton  Central  Elem.  13 

John  Dickinson  4 

Conrad  High  School  7 

(4,628)  71 

Newark  High  Examination  Center 

Central  Jr.  High  22 

Ogletown  Jr.  High  8 

E.  Frances  Medill  11 

Central  Elementary  6 

Jennie  E.  Smith  9 

West  Park  Place  7 

Brookside  6 

Newark  Sr.  High  3 

Robert  S.  Gallaher  10 

Christiana  Elem.  5 

Eden  Elem.  3 

(7,820)  90 

Greenville  Elem.  Exam.  Center 
Greenville  Elem.  22 

Alexis  I.  DuPont  H.  S.  4 

(1,351)  26 

Mt.  Pleasant  Examination  Center 

Mr.  Pleasant  Sr.  High  24 

Mt.  Pleasant  Jr.  High  7 

Edge  Moor  9 

River  Road  5 

Carrcroft  Elem.  1 

Silverside  6 

(4,607)  52 

Middletown  Examination  Center 
Louis  L.  Redding  2 

Townsend  No.  81  3 

Middletown  5 

Corbit  School-Odessa  No.  61  9 

(2,123)  19 


Claymont  Examination  Center 


Claymont  H.  S.  16 

Maple  Lane  8 

Green  Street  Elem.  13 

Darley  Road  Elem.  3 

(2,545  40 

Bush  Examination  Center 

Bush  (40)  7 

A.  I.  DuPont  Examination  Center 

Forwood  Elem.  15 

Brandywine  H.  S.  6 

Springer  Jr.  High  9 

Lombardy  Elem.  3 

Alfred  I.  duPont  Elem.  13 

Faulk  Road  Elem.  3 

(4,792)  49 

Lewes  District  Examination  Center 

Lewes  30 

Milton  Consolidated  No.  8 5 

Rehoboth  Beach  Special  1 

Milton  No.  196  1 

Slaughter  Neck  No.  193  2 

Lincoln  No.  194  5 

Drawbridge  4 

Nassau  3 

Ellendale  No.  195  1 

Rabbit’s  Ferry  No.  201  2 

Lord  Baltimore  7 

Lincoln  No.  3 1 

(3,463)  62 

Milford  District  Examation  Center 

Harrington  2 

Benjamin  Banneker  17 

Milford  Sr.  High  4 

Milford  Jr.  High  10 

Lulu  M.  Ross  12 

Lakeview  Elem.  24 

(3,762)  69 

Georgetown  District  Exam.  Center 
Jason  4 

P.  C.  Showell  4 

Ross  Point  3 

Frankford  No.  206  3 

John  M.  Clayton  3 

Selbyville  No.  32  6 

Millsboro  No.  23  8 

Georgetown  20 

(4,853)  51 


Seaford  District  Exam.  Center 


West  Seaford  Elem.  1 

Seaford  Jr.  High  7 

Greenwood  1 

Phyllis  Wheatley  9 

Blades  Elem.  6 

Fred  Douglas  6 

Owens  Corner  3 

Seaford  Central  Elem.  6 

Bridgeville  Consolidated  9 

(3,945)  48 

Colwyck  School  Exam.  Center 
Colwyck  Jr.  High  27 

Colwyck  Elem.  7 

De  La  Warr  15 

Minquadale  18 

Dunleith  Consolidated  16 

Rose  Hill  Elem.  11 

(4,160)  94 

George  Reed  Jr.  High  Exam.  Cen. 
Wilmington  Manor  2 

Gunning  Bedford  Jr.  High  4 

Carrie  Downie  13 

Manor  Park  16 

George  Reed  Jr.  High  9 

William  Penn  9 

(4,461)  53 

Dover  District  Examination  Center 
Star  Hill  6 

Dover  Air  Base  School  12 

South  Dover  Elem.  1 

Dover  Jr.  and  Sr.  High  10 

East  Dover  Elem.  7 

Central  Dover  Elem.  10 

William  Henry  Comp.  8 

Booker  T.  Washington  1 

Felton  5 

Fork  Branch  1 

Lockwood  2 

Little  Creek  1 

Mt.  Olive  3 

Clayton  Elem.  8 

John  Bassett  Moore  5 

Smyrna  Elem.  8 

Simpson  Elem.  6 

Caesar  Rodney  H.  S.  5 

Caesar  Rodney  Elem.  24 

(11,240)  123 


*The  number  listed  for  each  school  is  the  number  of  children  examined  by  physicians  in  the  final  screening. 
**The  number  in  parenthesis  is  the  total  number  of  children  examined  in  the  initial  screening  from  all 
schools  listed  for  the  examination  center. 
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TABLE  II  ORTHOPEDIC  SCREENING  IN  DELAWARE  PUBLIC  SCHOOLS  1962-1963 

Diagnoses  of  921  Children  Examined  in  Final  Screening 


Recommendations 


Diagnoses 

Number 

Medical- 

Surgical 

Consult 

X-ray 

Shoes 

r.Ti 

Exercises 

Correct 

Habit 

Recheck 
1 - 2 
years 

NTI 

Other 

1. 

Knock  Knees 

95 

3 

1 

11 

78 

2 

2. 

Bowlegs 

19 

2 

1 

1 

17 

3. 

Femoral  Torsion 

47 

3 

3 

3 

25 

14 

4. 

Tibial  Torsion 

34 

3 

1 

9 

5 

16 

5'. 

Short  Leg 

19 

1 

1 

11 

4 

5 

6. 

Tight  Heel  Cord 

29 

7 

18 

4 

7. 

Pes  planus 

187 

9 

4 

67 

1 

2 

2 

104 

8. 

Metatarsus  adductus 

14 

2 

4 

5 

5 

9. 

Hallux  valgus 

14 

3 

7 

4 

4 

2 

10. 

Cavus  foot 

10 

3 

4 

4 

1 

11. 

Other  foot  problems 

24 

12 

2 

3 

2 

3 

6 

2 

12. 

Pectus  carinatum 

29 

2 

10 

27 

13. 

Dorsal  round  back 

35 

1 

2 

14 

3 

18 

14. 

Increased  thoracic 
kyphosis 

53 

4 

3 

34 

4 

11 

15. 

Scoliosis 

47 

21 

19 

1 

10 

17 

16. 

Lumbar  lordosis 

21 

1 

4 

2 

16 

17. 

Poor  posture 

67 

2 

44 

9 

21 

18. 

Obesity 

19 

1 

9 

9 

19. 

Cerebral  Palsy 

16 

15 

1 

20. 

Other 

93 

50 

19 

3 

4 

14 

29 

6 

21. 

No  specific  orthopedic 
abnormality 

146 

2 

4 

1 

3 

136 

TOTAL 

1018** 

146 

55 

107 

123 

37 

94 

539 

21 

*No  treatment  recommended  "“97  Children  had  more  than  one  diagnosis 


Results 

There  were  68,301  children  screened  in 
grades  one  through  twelve.  There  were  3,800 
rescreened  of  whom  998  were  referred  for  final 
screening  examination.  Table  I lists  the  num- 
ber of  children  referred  for  final  screening 
from  each  school.  The  orthopedic  surgeons 
examined  921  children  (77  were  absent  and 
referred  to  A.  I.  duPont  Institute  for  screen- 


ing). There  were  1,018  diagnoses  of  921 
children,  97  children  having  more  than  one 
diagnosis.  The  specific  diagnoses  and  recom- 
mendations are  listed  in  Table  II. 

. • i : • - . 

There  were  146  recommendations  for  refer- 
ral for  medical  and  surgical  Consultation.  In 
the  twelve  months  following  orthopedic 

( Continued  on  page  95) 
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RULES  AND  REGULATIONS 
GOVERNING  MEDICAL  EXAMINER  CASES 


* This  is  an  excerpt  of  the  Rules  and  Regulations 
provided  by  Ali  Z.  Hameli,  M.D.,  for  publication. 


Section  4708(a),  Chapter  47,  Title  29  of 
the  Delaware  State  Code  reads  as  follows: 
“(a)  It  shall  be  the  duty  of  the  Medical 
Examiner  to  attend  to  all  the  medical  func- 
tions now  devolving  upon  the  coroners, 
deputy  coroners  and  coroner's  physicians  in 
the  counties  of  this  State  and  in  the  City 
of  Wilmington,  and  to  perform  all  the  duties 
imposed  upon  him  by  the  provisions  of  this 
chapter." 

In  compliance  with  the  above  quoted  sec- 
tions, the  Office  of  the  Medical  Examiner  has 
adopted,  with  the  approval  of  the  Board  of 
Post-Mortem  Examiners,  the  following  rules 
and  regulations: 

Regulation  1.  Definitions: 

When  used  in  these  regulations,  the  term 
“Medical  Examiner  Case”  means  any  death 
which  falls  in  the  following  categories: 

“When  any  person  shall  die  in  this  State, 
as  a result  of  violence,  or  by  suicide,  or  by 
casualty  if  such  occurred  not  longer  than 
one  year  and  one  day  prior  to  death,  or 
while  under  anesthesia,  or  by  abortion  or 
suspected  abortion,  or  by  poison  or  sus- 
picion of  poison,  or  suddenly  when  in  ap- 
parent health  or  when  unattended  by  phy- 
sician, or  in  an  institution  less  than  twenty- 
four  hours  after  admission  where  a diagnosis 
cannot  be  made  including  death  in  coma, 
or  from  a disease  resulting  from  employment 
including  disease  related  to  injury  or  from 
an  undiagnosed  cause  which  may  be  related 
to  a disease  constituting  a threat  to  public 
health,  or  in  any  suspicious  or  unusual 

Dr.  Hameli  is  State  Medical  Examiner  for  Delaware. 


manner,  or  if  there  is  any  unclaimed  body, 
or  if  any  body  is  to  be  cremated  . . .”  “Sec- 
tion 4710(a),  Chapter  47,  Title  29  of  the 
Delaware  State  Code.” 

A stillbirth  or  neonatal  death,  or  emergency 
room  or  hospital  death,  regardless  of  the 
length  of  hospitalization,  in  which  the  cause 
of  death  has  been  established  by  the  hospital 
physician  and  is  due  to  disease,  and  free  from 
evidence  of  criminal  or  accidental  nature, 
shall  not  be  considered  a Medical  Examiner 
case.  A case  which  is  dead  on  arrival  at  the 
hospital,  however,  shall  be  considered  a Medi- 
cal Examiner  case  unless  the  physician  who 
pronounces  death  has  been  in  previous  attend- 
ance on  the  patient. 

The  death  certificate  of  any  patient  ad- 
mitted alive  to  a hospital  or  treated  in  the 
accident  room  or  emergency  ward  of  that  hos- 
pital may  be  completed  by  the  physician 
attending  the  patient  provided  that  a diag- 
nosis has  been  established  to  the  satisfaction 
of  the  examining  physician  and  violence  has 
been  ruled  out  as  a factor  in  the  death. 

Regulation  2.  Establishing  A Hospital  Death  As  A 
Medical  Examiner  Case: 

The  hospital  physician  shall  be  guided  by 
the  history  and  other  circumstances  in  judging 
whether  or  not  a death  is  under  the  jurisdic- 
tion of  the  Medical  Examiner.  Cases  which 
are  not  bona  fide  Medical  Examiner  cases 
shall  not  be  made  such  simply  because  autopsy 
permission  has  been  refused,  nor  shall  authen- 
tic Medical  Examiner  cases  be  withheld  from 
the  Medical  Examiner’s  jurisdiction  because 
permission  for  autopsy  has  been  obtained. 
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Regulation  3.  Release  Of  Certain  Medical  Exam- 
iner Cases  For  Hospital  Autopsy: 

The  following  types  of  Medical  Examiner 
cases  may  be  released  to  the  hospital  by  the 
Medical  Examiner  or  the  Assistant  Medical 
Examiner  in  New  Castle  County,  and  the  As- 
sistant Medical  Examiner  or  a Deputy  Medi- 
cal Examiner  in  Sussex  and  Kent  Counties: 

1.  Death  from  acute  or  chronic  alcoholism 
without  manifestation  of  trauma. 

2.  Death  from  accidental  burns  occurring 
in  the  home. 

3.  Death,  or  sudden  death,  associated  with 
a therapeutic  procedure. 

4.  Death  following  a fracture  in  an  elderly 
person  and  resulting  from  a simple  fall 
in  the  home. 

In  these  cases  the  hospital  agent  shall  com- 
plete the  death  certificate,  but  this  death 
certificate  in  each  such  a case  must  be  coun- 
tersigned by  the  Medical  Examiner,  Assistant 
Medical  Examiner  or  a Deputy  Medical  Ex- 
aminer, as  the  case  may  be.  Autopsy  may  be 
performed  by  the  hospital  pathologist  if  proper 
permission  for  autopsy  is  obtained  by  the 
hospital  from  the  next  of  kin. 

Regulation  4.  Medical  Examiner  Autopsies: 

Any  person  dying  in  this  State  as  a result 
of  a homicide,  poisoning,  suicide,  criminal 
abortion,  rape,  or  drowning;  or  dying  in  a 
suspicious  or  unusual  manner  shall  be  autop- 
sied  by  the  Medical  Examiner  or  Assistant 
Medical  Examiner  in  the  office  of  the  Medical 
Examiner  in  the  City  of  Wilmington  and  by 
the  Assistant  Medical  Examiner  in  the  Office 
of  the  Medical  Examiner  in  Sussex  County  or 
by  a competent  pathologist  in  such  other 
place  as  may  be  designated  and  approved  by 
the  Medical  Examiner. 

Regulation  7.  Anesthetic  Deaths: 

In  the  case  of  any  anesthetic  death  occur- 
ring in  New  Castle  County  the  hospital  where- 
in the  death  occurred  shall  notify  immediately, 
by  telephone,  the  Medical  Examiner  or  Ast- 
sistant  Medical  Examiner,  who  shall  conduct 
the  necessary  investigation.  In  the  case  of 


an  anesthetic  death  occurring  in  Kent  or  Sus- 
sex County,  the  hospital  shall  notify  immedi- 
ately, by  telephone,  the  Assistant  Medical 
Examiner,  or  a Deputy  Medical  Examiner  of 
the  respective  county,  who  shall  make  the 
necessary  investigation. 

Regulation  9.  Authorization  To  Perform  Autopsy 
On  Medical  Examiner  Cases: 

The  following  persons  may  authorize  an 
autopsy : 

1.  The  Attorney  General 

2.  The  Medical  Examiner 

3.  Assistant  Medical  Examiner  in  New 
Castle  or  Sussex  County. 

4.  A Deputy  Medical  Examiner  in  Kent  or 
Sussex  County  with  the  affirmative  con- 
currence of  the  Medical  Examiner.  Sec- 
tion 4711(b),  Chapter  47,  Title  29  of  the 
Delaware  State  Code.” 

Regulation  10.  Death  Certificates: 

The  death  certificate  of  a Medical  Examiner 
case  shall  be  issued  and  signed  only  by  the 
investigating  Medical  Examiner,  Assistant 
Medical  Examiner  or  Deputy  Medical  Exam- 
iner, as  the  case  may  be  . . . 

Regulation  11.  Release  Of  Information: 

Medical  information  regarding  Medical  Ex- 
aminer cases  may  be  released  only  by  the 
Medical  Examiner,  an  Assistant  Medical  Ex- 
aminer or  a Deputy  Medical  Examiner,  as  the 
case  may  be. 

Regulation  12.  Report  Of  Medical  Examiner 
Cases: 

It  shall  be  the  duty  of  the  hospital,  physi- 
sian,  funeral  director  or  other  person  having 
knowledge  of  a Medical  Examiner  case  (indi- 
cated in  Regulation  1 of  this  procedure),  to 
report  immediately  such  information  in  the 
following  manner: 

In  New  Castle  County: 

Call  the  nearest  Police  Station  or  Coroner’s 
office,  telephone  OL  8-6257.  The  Coroner’s 
office  will  transmit  the  information  to  the 
Medical  Examiner’s  office. 
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In  Kent  County: 

Call  the  nearest  Police  Station  or  Coroner’s 
office,  telephones  734-3341,  Dover,  Dela- 
ware, or  653-9366,  Smyrna,  Delaware.  The 
Coroner’s  office  will  transmit  the  informa- 
tion to  a Deputy  Medical  Examiner. 

In  Sussex  County: 

Call  the  nearest  Police  Station  or  Coroner’s 
office,  telephone  934-7952,  Millsboro,  Dela- 
ware, or  846-2525,  Delmar,  Delaware.  The 


Coroner’s  office  will  transmit  the  informa- 
tion to  the  Assistant  Medical  Examiner  or 
a Deputy  Medical  Examiner,  as  the  case 
may  be. 

The  Office  of  the  Medical  Examiner  in  the 
City  of  Wilmington  will  be  staffed  from 
9:00  a.m.  to  4:30  p.m.,  Monday  through 
Friday.  In  the  event  it  becomes  necessary 
to  contact  this  office,  call  OL  8-9251,  exten- 
sion 275,  during  the  regular  working  hours, 
or  OL  6-9026  at  any  other  time. 


ORTHOPEDIC  SCREENING 

( Continued  from  page  92) 

screening  135  children  were  examined  by 
physicians.  Forty-eight  children  have  been 
seen  by  their  family  physicians  with  no  further 
referral  recommended.  Thirteen  children  have 
been  seen  in  Crippled  Children’s  Services’ 
clinics,  in  those  cases  in  which  there  was  no 
family  physician  and  the  parents  asked  that 
the  children  be  seen  in  these  clinics.  Nineteen 
children  have  been  seen  by  orthopedic  sur- 
geons after  being  referred  by  their  family  phy- 
sicians. Fifty-five  children  have  been  seen 
at  the  A.  I.  duPont  Institute  after  having 
been  referred  by  their  family  physicians  or 
Crippled  Children’s  Services. 

Nine  children  have  had  surgery.  Of  these, 
three  children  with  scoliosis  have  had  spinal 
fusions.  One  child  has  had  a heel  cord 
lengthening.  Three  children  with  torticollis 
and  two  children  with  hallux  valgus  have 
had  corrective  surgery.  An  18-year-old  boy 
with  torticollis  refused  surgery  in  spite  of 
strong  recommendations  that  this  surgery  be 
performed.  There  are  five  children  for  whom 
surgery  is  pending.  In  addition,  two  children 
noted  to  have  plantar  warts  have  received 
treatment. 

There  were  55  recommendations  for  x-rays 
of  various  diagnoses.  The  children  who  have 
had  x-rays  performed  as  recommended  by 
family  physicians,  orthopedic  surgeons,  Crip- 
pled Children’s  Services,  and  the  A.  I.  duPont 
Institute  number  34  cases. 

There  were  37  referrals  for  breaking  up 


poor  posture  habits,  the  majority  of  these  in 
children  with  tibial  or  femoral  torsion.  It 
has  been  noted  that  internal  tibial  torsion 
and  anterior  femoral  torsion  are  almost  always 
the  result  of  a “position”  habit  which  the 
child  has  acquired,  and  treatment  consists  of 
breaking  up  the  aggravating  sitting  and  sleep- 
ing habits.3 

Fifty-seven  per  cent  of  all  children  for  whom 
exercises  were  recommended  have  begun  a pro- 
gram of  corrective  exercises.  In  the  case  of 
those  children  who  have  not  started  an  ex- 
ercise program,  some  have  moved  out  of  state, 
some  family  physicians  did  not  concur  in  the 
recommendation  for  corrective  exercises. 

Summary 

Orthopedic  screening  in  all  Delaware  public 
schools,  exclusive  of  the  public  schools  in  the 
City  of  Wilmington  and  all  parochial  schools, 
was  conducted  for  the  first  time  during  the 
1962-63  school  year.  There  were  68,301  chil- 
dren screened,  of  whom  3,800  were  rescreened. 
A total  of  998  children  were  recommended  for 
final  screening.  Of  the  921  children  examined 
by  orthopedic  surgeons,  there  were  1,018  diag- 
noses made.  There  were  146  recommendations 
for  follow-up  medical  and  surgical  consulta- 
tion of  whom  135  children  have  been  seen 
within  the  following  twelve  months.  Other 
recommendations  were  for  x-rays,  correcting 
poor  posture  habits,  corrective  exercises,  cor- 
rective shoes,  or  recheck  within  a one  to  two 
year  period.  There  was  no  treatment  recom- 
mended for  539  of  the  1,018  diagnoses. 

References  will  be  supplied  by  the  journal  on  request. 
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WHO  FOOTS  THE  HOSPITAL  BILL? 

In  the  Journal  of  March,  1964,  under  the 
title  of  “Troubled  Times  for  Hospitals,”  Mr. 
P.  S.  duPont,  President  of  the  Board  of  Trus- 
tees of  the  Delaware  Hospital  posed  several 
questions  in  the  area  of  hospital  expenses  in- 
curred by  indigent  patients  and  suggested  that 
more  help  from  tax  funds  was  in  order.  Your 
Editor  carried  this  one  step  further  and  sug- 
gested that  it  was  the  private  patient  who 
was,  in  part,  carrying  the  burden  of  the  indi- 
gent patient.  This  was  vigorously  denied  by 
several  hospital  administrators.  Your  Editor, 
a product  of  “old  mathematics”  and  naively 
believing  that  two  and  two  make  four,  still 
wonders  if  private  rates  in  hospitals  would 
continue  to  spiral  at  their  present  rate  if  the 
burden  of  the  indigent  patient  was  more 
broadly  distributed. 

Our  President,  Dr.  Gerald  A.  Beatty,  in  his 
monthly  message  found  elsewhere  in  this  issue 
of  the  Journal  as  “Our  Listless  Levy  Court,” 
gives  statistics  Which  again  show  the  inade- 
quacy of  Levy  Court  payments  to  our  hos- 
pitals. He  recommends  that  these  courts  in- 
crease their  help  to  the  limit  allowed  by  law. 

This  certainly  should  be  done  but  we  should 
not  stop  there  because  the  greatest  amount 
that  the  Court  could  give  would  be  woefully 
inadequate. 

This  problem  is  one  too  serious  to  be  al- 
lowed to  become  entangled  in  the  morass  of 
party  politics.  Rather,  its  importance  should 
entitle  it  to  a bipartisan  effort  to  work  on  it 
until  it  is  solved.  Pep  up  the  Levy  Courts— 
yes.  But  don’t  stop  there — let’s  have  it  set- 
tled in  Dover. 

REHABILITATION 

Our  Society  should  be  proud  that  a fellow 
member,  Dr.  C.  A.  D’Alonzo,  Assistant  Medi- 


cal Director,  E.  I.  duPont  de  Nemours  & 
Company  was  chosen  to  present  the  Bernard 
S’.  Oppenheimer  Lecture  at  the  New  York 
Academy  of  Medicine  on  January  15,  1964. 
This  lecture  has  recently  been  published 
(Bull.  N.Y.  Acad.  Med.  March  1965)  as  “Some 
Philosophic  Concepts  and  Experiences  with 
Respect  to  Disease  and  Disability.”  His  fact- 
jammed  paper  contains  a wealth  of  material, 
too  much  to  abstract  in  a brief  editorial. 

It  was  interesting  to  learn  that  while  a 
leading  legal  encyclopedia  consisting  of  150,- 
000  pages  devotes  550  to  “damages”  less  than 
one  half  of  one  page  is  devoted  to  “rehabilita- 
tion.” He  quotes  expert  legal  opinion  that 
in  states  such  as  New  Jersey  where  the  re- 
quirement of  an  “accident”  is  no  longer  re- 
quired to  show  initiation  or  aggravation  of  a 
cardiac  condition,  an  employer  who  hires  or 
even  continues  to  employ  persons  known  to 
have  cardiac  disease  is  “courting  disaster.” 

Volumes  have  been  written,  seemingly  end- 
less words  have  been  spoken,  and  committees 
too  numerous  to  mention — White  House  and 
otherwise — have  been  formed  for  the  single 
purpose  of  hiring  the  handicapped. 

One  of  the  greatest  causes  of  handicap  in 
our  society  is  heart  disease.  Heart  Associa- 
tions and  Committees  have  pleaded  with  em- 
ployers to  hire  cardiac  patients.  Yet,  when  he 
is  hired  and  when  his  disease  runs  its  natural 
course  resulting  in  further  disability  or  death, 
the  tort  lawyers  and  tort  physicians  are  able 
to  convince  a Court  or  Accident  Board  that  it 
is  the  employer  who  is  at  fault. 

If  the  handicapped  patient  is  to  be  em- 
ployed, new  laws  are  needed  to  protect  every- 
one concerned. 
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OUR  LISTLESS  LEVY  COURTS 


The  Levy  Courts:  what  general  hospitals 
can  the  Courts  pay?  and  how  much? 

Each  Levy  Court  in  Delaware  makes  some 
effort  to  provide  for  the  hospitalization  of  the 
indigent  sick.  Of  the  three  Courts,  only  Sus- 
sex is  established  in  state  wide  terms  since 
that  court  will  pay  “any  hospital  in  this  state 
which  shall  have  been  approved  by  the  Medi- 
cal Council  of  Delaware  in  accordance  with 
Section  6208”  (Chapter  62  of  the  Delaware 
Code  of  1953).  This  means  that  if  a patient 
is  referred  to  one  of  the  hospitals  in  Wilming- 
ton for  specialized  services  not  available  in 
Sussex,  the  Court  can  make  such  payment  as 
it  might  have  funds  for  at  that  particular 
time.  The  patient  in  Delmar  or  Laurel,  how- 
ever, who  might  be  hospitalized  in  Peninsula 
General  Hospital  in  Salisbury  is  cared  for  at 
that  institution’s  expense.  The  law  limits  the 
Levy  Court  payments  to  “this  state.” 

Kent  and  Sussex  County  have  a reciprocal 
arrangement.  Because  Sussex  can  pay  for  its 
indigents  if  they  should  happen  to  be  hos- 
pitalized in  Kent  General  Hospital  in  Dover, 
Kent  County  feels  that  it  can  pay  for  its  citi- 
zens who  are  hospitalized  in  Milford  Memorial 
Hospital  which  is  just  over  the  Kent-Sussex 
line. 

There  is  no  agreement  between  Kent  County 
and  New  Castle  County.  The  Court  interprets 
literally  “any  and  all  hospitals  located  within 
New  Castle  County”  and  Kent  is  equally  lit- 


eral. No  payments  cross  the  line. 

Some  patients  south  of  Middletown  may 
suffer  because  of  this  rigid  policy. 

How  much  the  courts  pay  is  even  more  out 
of  date  than  the  geographical  restrictions. 

The  law  permits  Sussex  to  pay  its  hospitals 
$8  per  day.  The  Indigent  Sick  Fund  is  dis- 
bursed quarterly.  Last  quarter  the  payment 
was  $7.53.  In  the  instance  of  one  hospital 
this  was  about  27%  of  cost. 

Kent  County  is  authorized  to  pay  $16.00 
per  day  but  since  the  appropriation  is  kept 
down,  possibly  because  of  the  tax  rate,  and 
the  money  is  paid  quarterly,  the  latest  pay- 
ment was  $5.32  per  day.  An  even  poorer 
showing  than  Sussex. 

New  Castle  County  can  approprite  as  much 
as  $500,000  against  a charity  expense  of  $2,- 
650,000  but  the  court  has  never  appropriated 
more  than  $300,000.  At  the  per  diem  of  $10 
the  fund  runs  out  in  early  March  making  the 
effective  per  diem  about  $5.50.  This  showing 
is  worse  than  Kent’s. 

Operating  expenses  are  higher  in  the  larger 
hospitals  of  Wilmington.  The  inpatient  cost 
is  about  $40  per  day.  The  Levy  Court  actually 
pays  less  than  14%.  The  Levy  Courts  are 
not  facing  these  issues. 
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LETTERS  TO  THE  EDITOR 


Dr.  William  H.  Duncan  is  to  be  commended 
for  bringing  the  problems  of  the  Emergency 
Room  care  to  our  attention.  (Delaware 
Medical  Journal — February,  1965).  Certainly 
no  one  will  take  exception  to  his  stand  that 
the  Emergency  Room  be  used  for  treatment 
of  emegencies.  He  points  out,  however,  the 
growing  tendency  of  its  use  both  by  private 
and  clinic  type  patients  for  non-emergencies 
and  because  of  this  mounting  problem  which 
taxes  the  facility  of  the  Emergency  Room,  he 
proposes  for  consideration,  a 24  hour  a day 
screening  clinic  to  be  set  up  somewhere  in 
the  County  to  cater  to  out-patient  care. 

The  modern  concept  of  medical  care  recog- 
nizes the  individual  in  his  entirety,  as  a mem- 
ber of  a family  and  living  in  a community. 
Much  has  been  written  and  deplored  about 
growing  depersonalization  that  has  entered 
into  our  society.  Certainly  the  personal  re- 
lationship between  a patient  and  his  physician 
should  be  encouraged.  Cafeteria  medicine, 
therefore,  would  be  regrettably  regressive. 
Episodic  medicine  is  incomplete  medicine.  It 
substitutes  the  expedient  for  the  desirable. 
Only  under  conditions  of  disaster  should  it 
be  considered  useful  or  efficient. 

The  image  of  the  Emergency  Room  should 
be  restored  to  that  of  an  accident  room.  There 
should  be  no  compulsion  to  render  definitive 
care  to  the  non-emergency  problem.  Only 
emergency  needs  should  be  met.  The  present 
practice  of  giving  a week’s  supply  of  medica- 
tion in  a non-emergency  situation  is  unneces- 
sary and  inadvisable.  In  order  to  prevent 
overutilization  of  the  Emergency  Room  and 
to  prevent  waste  of  talent  and  supplies,  good 
medical  practice  would  dictate  prompt  referral 
to  the  care  of  a personal  physician. 

Private  practitioners  should  and  can  offer 
a better  alternative  to  a central  screening 
clinic.  Physicians  can  associate  in  groups  and 


can  keep  their  offices  open  by  rotating  hours. 
They  can  thereby  educate  patients  to  the 
knowledge  that  service  is  available.  This 
knowledge  plus  the  ability  to  reach  his  physi- 
cian by  telephone  will  suffice  in  many  instances 
to  reassure  the  patient  and  to  dissipate  the 
anxiety  which  creates  many  emergencies. 

Harry  Taylor,  M.D. 


The  tremendous  increase  in  the  use  of  the 
hospital  emergency  services  has  created  a 
great  deal  of  concern  to  hospital  staffs,  plac- 
ing a strain  on  these  facilities. 

In  a recent  staff  meeting  at  the  Wilming- 
ton General  Hospital,  it  was  disclosed  that 
patients  seeking  emergency  aid  are  primarily 
auto  accident  cases;  severe  and  minor  acci- 
dents; and  private  or  medically  indigent  pa- 
tients with  acute  or  chronic  illnesses  who  at 
any  time  of  the  day  or  night  go  to  the  nearest 
hospital  for  relief  or  reassurance.  When  the 
patient  is  asked  if  he  has  called  his  family 
physician  or  his  substitute  the  usual  answer 
is  that  he  couldn’t  get  him  on  the  telephone 
or  that  he  didn’t  want  to  disturb  him  at  such 
a late  hour. 

We  might  mention  that  a certain  number 
of  these  patients  have  no  family  physician  at 
all.  It  is  this  group  of  people  who  are  re- 
sponsible for  the  establishment  of  the  New 
Castle  County  Medical  Society  Emergency 
Service  whereby  members  of  the  Society  vol- 
unteer their  services  for  24  hours  to  assist  in 
emergencies. 

For  many  years  the  Wilmington  City  Coun- 
cil has  provided  medical  care  for  the  indigent 
on  a house  visit  basis.  If  the  City  allotted  a 
prescribed  fee  for  house  and  office  visits,  these 
indigent  patients  could  go  to  their  family 
physician  and  thus  the  hospital  load  would 
be  greatly  reduced. 

Dr.  William  H.  Duncan  (Del.  Med.  Jour. 

( Continued  on  page  102) 
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Scholarships  In 
Chest  Diseases 


Scientists 
Of  Tomorrow 


Personal 

Glimpses 


Doctor’s 
House  Call 


The  Month 
In  Washington 


April  1965 


Scholarships  which  will  afford  foreign  doctors  of  medicine  and  surgery  an 
opportunity  to  study  equipments  used  in  sanatoria  in  Italy  and  to  conduct 
research  on  therapeutic  methods  practiced  in  the  field  of  phtisiology  have 
been  made  available  by  the  Italian  Institute  for  Social  Security.  The 
next  academic  year  will  begin  November  1,  1965  and  will  end  on  June  30, 
1966.  Candidates  should  submit  their  petition,  their  curruculum  vitae, 
letters  of  presentation  and  any  other  useful  documents  a few  weeks  before 
the  deadline:  July  31,  1965,  to:  Consolato  Generale  D’ltalia,  2128  Locust 
Street,  Philadelphia  3. 

In  the  1965  schedule  of  JESSI  and  CASSI  Sessions  just  announced, 
Duke  University  and  the  University  of  Akron  include  classes  relating  to 
medicine  and  the  medical  profession.  The  two-week  summer  programs  are 
open  to  10th,  11th  and  12th  grade  college-bound  high  school  students. 
Interested  students  and  parents  may  obtain  full  particulars  by  writing  to: 
Scientists  of  Tomorrow,  309  New  Fliedner  Bldg.,  Portland,  Ore.  97205. 

Peter  J.  Mette,  M.D.,  was  certified  as  a Diplomate  of  the  American 
Board  of  Anesthesiology  in  October,  1964  . . . Lemuel  C.  McGee,  M.D., 
has  been  newly  elected  to  the  Board  of  Directors  of  the  Industrial  Medical 
Association  . . . O.  Dale  Collins,  M.D.,  a previous  recipient  of  a Medical 
Society  of  Delaware  Scholarship,  has  been  selected  to  receive  a Wyeth 
Fellowship  for  study  in  pediatrics  at  the  University  of  Virginia  School 
of  Medicine  . . . John  C.  Pierson,  M.D.,  will  fly  to  Conakry,  Africa  to 
join  the  staff  of  the  mercy  ship  HOPE  for  a six  week’s  tour  of  duty  . . . 

Member  speakers  for  the  next  few  weeks  in  the  radio  program  sponsored 
by  the  Medical  Society  of  Delaware  (Tuesday,  11:05  A.M.  on  WDEL) 
are:  William  T.  Reardon — Hypnosis;  Bernadine  Z.  Paulshock — Obesity; 
George  J.  Boines — Smoking,  and  Marvin  Anderson,  Hysterectomy. 

The  House  has  passed  legislation  (H.R.  6675)  to  provide  federal  health 
care  for  the  aged  that  goes  much  farther  than  the  King-Anderson  bill  the 
Johnson  Administration  originally  asked  Congress  to  approve.  The  key 
House  vote  was  on  substitution  of  a Republican  insurance  plan  which 
included  some  features  of  Eldercare,  sponsored  by  the  AMA.  The  vote 
was  236  to  191  against  the  GOP  substitute.  The  vote  on  final  House 
passage  of  H.R.  6675  was  313  for  and  115  against. 

The  House  Ways  and  Means  Committee  approved  (March  23)  the 
“three-layer  cake”  program  which  included  a modified  version  of  the 
King-Anderson  bill,  a supplementary  government-subsidized  health  in- 
surance plan  for  the  elderly  and  an  extensive  expansion  of  the  federal- 
state  Kerr-Mills  Program.  The  House  committee  didn’t  take  a vote  on 
H.R.  3727 — the  Herlong-Curtis  Eldercare  bill. 

The  Administration-approved  legislation  would  provide  compulsory  social 
security  coverage,  effective  Jan.  1,  1966,  for  self-employed  physicians 
and  for  interns  and  residents. 

It  also  would  increase,  retroactive  to  Jan.  1,  1965,  social  security  cash 
benefits  by  seven  per  cent  across-the-board  with  a minimum  increase  of 
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$4  a month  for  an  individual. 


The  wage  base  on  which  social  security  taxes  are  paid  would  be  increased 
Jan.  1,  1966,  from  $4800  to  $5600,  and  Jan.  1,  1971,  to  $6600. 

The  tax  rate  on  the  new  wage  bases  would  be  increased  as  follows: 

SELF-EMPLOYED  EMPLOYEE-EMPLOYER  (Each) 

PRESENT  PROPOSED  PRESENT  PROPOSED 


1966 

6.2% 

6.35% 

4.125% 

1967 

6.2% 

6.50% 

4.125% 

1968 

6.9% 

6.50% 

4.625% 

1969-72 

7.1  % 

1973-75 

7.55% 

1976-79 

7.60% 

1980-86 

7.70% 

1987  and  thereafter 

7.80% 

4.35% 

4.50% 

4.50% 

4.90% 

5.35% 

5.40% 

5.50% 

5.60% 


The  social  security  tax  paid  by  employees  and  employers  each  would  be 
increased  next  Jan.  1 from  the  present  $174  per  year  to  $243.60.  The 
tax  on  a self-employed  individual  would  be  increased  from  $259.20  to 
$355.60. 


In  1971,  when  the  taxable  wage  base  would  be  increased  to  $6600,  the 
employee  and  employer  would  be  paying  a tax  of  $323.40  each,  and  the 
self-employed  individual  would  be  paying  a tax  of  $469.60. 

King-Anderson  Section 
Eligible:  Persons  65  years  and  older 

Benefits — Inpatient  hospital  services  for  up  to  60  days  in  semiprivate  accom- 
modations (two-to  four-bed)  during  a spell  of  illness,  subject  to  a deductible,  which 
until  1969  would  amount  to  $40. 

— Post-hospital  extended  care  services  for  up  to  20  days  during  any  spell  of  illness 
in  a facility  which  has  in  effect  a transfer  agreement  with  one  or  more  hospitals  or 
which  a state  agency  finds  has  attempted  to  enter  into  such  an  agreement.  This 
benefit  could  be  extended  for  a period  of  up  to  an  additional  80  days  under  cir- 
cumstances described  below. 

— Post-hospital  home  health  services  for  up  to  100  visits  during  a one-year  period 
following  hospitalization. 

— Outpatient  hospital  diagnostic  services  during  a 20-day  period  subject  to  a 
deductible  equal  to  one-half  the  deductible  for  inpatient  hospital  services. 

Inpatient  hospital  services,  post-hospital  home  health  services,  and  outpatient 
hospital  diagnostic  services  would  begin  in  July  1,  1966.  Post-hospital  extended 
care  services  would  begin  in  Jan.  1,  1967. 

Supplementary  Insurance  Section 

Eligible:  Persons  65  years  and  older.  Cost  to  beneficiary:  $3.00  a month, 
first  $50  of  medical  bills  covered  and  20  per  cent  of  total  above  $50. 

Benefits — Payment  to  the  individual  or  to  the  provider  of  services  for:  (a)  phy- 
sicians’ services,  and  (b)  medical  and  other  health  services  other  than  those  by  a 
provider  of  services  as  defined  in  the  bill; 

— Payments  to  providers  of  services  for:  (a)  inpatient  psychiatric  hospital 

services  for  up  to  60  days  during  a spell  of  illness,  (b)  home  health  services  for 
up  to  100  visits  during  a calendar  year,  and  (c)  medical  and  other  health  services 
furnished  by  a provider  of  services  or  by  others  under  arrangements. 

—No  payment  could  be  made  under  this  program  for  any  services  for  which  the 
individual  is  entitled  to  have  payment  made  under  the  King-Ahderson  section. 
Administration:  The  secretary  of  Health,  Education  and  Welfare  would 
have  to  enter  into  contracts  with  carriers  to  administer  the  program. 

Expanded  Kerr-Mills 

This  program  would  combine  all  the  vendor  medical  provisions  for  the 
blind,  disabled  and  families  with  dependent  children  under  a uniform 
program  and  matching  formula.  Changes  would  also  be  made  in  some 
public  health  programs,  and  in  formulas  for  federal  participation  in  TB  and 
mental  hospitalization  of  the  aged.  “Special  project  grants”  over  a 5-year 
period  would  provide  health  care  for  needy  children. 
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REPORT  ON  “OPERATION  HANDCLASP” 


“ During  my  internship  in  the  United  States, 
I was  never  inside  an  American  home.” 
This  remark,  made  to  Dr.  Davis  Durham  of 
Wilmington  when  he  was  overseas  with  the 
Hope  Ship,  was  the  actual  launching  of  our 
Auxiliary  program  for  Operation  Handclasp. 
Individual  entertaining  had  been  done  spor- 
adically by  some  of  our  alerted  members,  but 
last  year’s  county  president,  Mrs.  James  P. 
Aikens,  appointed  Mrs.  Harriet  Durham,  wife 
of  Dr.  Davis  Durham,  to  head  our  new  pro- 
ject. The  main  purpose  of  this  undertaking 
was  to  establish  friendship  and  mutual  under- 
standing on  a person  to  person  basis  with  the 
doctors  and  their  wives  from  foreign  countries. 
Our  aim  from  the  beginning  was  to  convey 
a general  feeling  of  warmth  and  concern.  We 
endeavored  in  every  way  not  to  be  so  highly 
organized  as  to  be  impersonal  or  patronizing. 
With  this  in  mind,  we  tried  very  sincerely  to 
avoid  any  local  newspaper  publicity  or  undue 
attention  to  this  unusual  project. 

From  the  area  hospitals  we  were  able  to 
secure  the  vital  information  needed  to  pursue 
this  most  worthwhile  gesture.  We  discovered 
that  the  majority  of  internes  and  residents 
were  from  outside  the  United  States,  and  the 
names  and  addresses  were  willingly  supplied. 
This  list  needed  constant  checking.  The  aux- 
iliary members  serving  on  the  committee — 
or  “Welcomers”  as  they  became  known,  were 
individually  responsible  for  one  or  two  couples 
and  for  establishing  a cordial  relationship. 
Here,  language  was  a tremendous  barrier,  and 
in  line  with  this,  we  now  have  a most  up  to 
date  Auxiliary  card  file  of  members  who 
speak  many  different  foreign  languages. 

The  procedure  has  been  for  the  “Welcomer” 
to  get  in  touch  with  the  new  families  by  let- 
ter or  telephone,  at  which  time  a meeting  is 
arranged.  This  affords  the  newcomer  an  op- 
portunity to  became  acquainted  with  a 
friendly  face,  and  supplies  a telephone  number 


which  can  be  called  for  advice  or  just  con- 
versation. Then,  from  a list  drawn  up  by  the 
chairman  (this  year,  Mrs.  John  H.  Furlong, 
Jr.)  suitable  invitations  are  issued  for  various 
community  functions.  These  invitations,  from 
diverse  organizations  and  individuals,  both  in- 
side and  outside  the  Auxiliary,  include  tickets 
to  plays,  concerts,  athletic  events,  etc.  This 
year  a trip  to  Winterthur  Museum  is  being 
planned  for  the  spring,  and  members  are 
inviting  the  wives  to  the  Auxiliary  sponsored 
Annual  Dessert-Bridge-Fashion  Show  to  be 
held  at  the  DuPont  Country  Club.  Mrs. 
Furlong  and  her  committee  have  made  a very 
special  effort  to  include  whole  families  at 
various  homes  for  the  Thanksgiving  holiday, 
at  Christmas  time,  and  on  other  occasions. 

The  Woman’s  Auxiliary  is  currently  working 
on  a handbook  for  the  Wilmington  area  to 
list  the  many  facilities  in  our  city — recreation, 
YWCA  activities,  maps,  libraries,  baby-sitting 
services,  etc.  This  committee  has  now  been 
allotted  a budget  of  $100.00  for  occasions  such 
as  bus  trips,  baby  showers,  tickets  for  special 
occasions,  or  any  other  interesting  functions. 
An  idea  is  being  conceived  for  an  international 
smorgasborg  dinner,  which  would  encourage 
these  newcomers  to  feel  that  they  were  on 
the  giving  end  for  a change. 

Other  organizations  also  helping  to  bring 
these  doctors’  families  into  the  life  of  the 
community  are  the  Junior  Boards  of  the  dif- 
ferent hospitals,  churches,  Scouts  and  the 
Pilot  Club.  The  thrilling  result  of  these 
warm  and  enthusiastic  offers  is  that  today 
there  are  more  personal  invitations  issued 
than  these  doctors’  wives  can  possibly  accept. 
Our  Welcomers,  on  the  other  hand,  are  most 
grateful  for  the  program  which  has  brought 
them  so  many  new  friends  and  shared  experi- 
ences. 

Mrs.  Allston  J.  Morris,  President 
New  Castle  County  Woman's  Auxiliary 
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shift  informal  arrangement  used  so  far.  It  is 
further  hoped  that  various  hospitals  will  initi- 
ate prophylactic  programs  of  hemodialysis 
especially  to  be  prepared  for  any  precipitous 
onset  of  uremic,  congestive,  and  possibly  other 
related  functional  difficulties.  Emergency 
dialysis  can  be  important  also  in  accidental 
ingestion  of  nephrotoxins  and  overdosage  of 
drugs  in  which  case  patient  transfer  may  be 
too  late  to  obviate  the  lethal  course.  Finally, 
there  is  little  to  expect  from  any  referral  to 
neighboring  areas  like  Philadelphia  or  Balti- 
more which  have  yet  to  be  integrated  into 
some  workable,  proven  arrangement  to  accom- 
modate the  emergency  as  well  as  the  prophy- 
lactic hemodialysis  of  patients  of  the  Wilming- 
ton area. 
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LETTERS  TO  THE  EDITOR 

( Continued  from  page  98) 
p.44,  Feb.  1965)  suggested  that  a department 
for  out-patient  services  be  established  on  a 
community  level  independent  of  hospitals. 

This  to  be  financed  by  local  and  govern- 
ment funds  and  to  be  staffed  by  general  prac- 
titioners. With  this  I do  not  agree  because, 
in  addition  to  the  tremendous  expense  that 
this  department  would  require,  the  facilities, 
equipment,  and  specialized  staffs  which  are 
found  in  hospitals,  would  not  be  available. 

Whatever  solution  is  finally  adopted  to 
solve  this  problem,  the  cardinal  principle  of 
free  choice  of  physician  should  not  be  jeopar- 
dized. 

George  J.  Boines,  M.D. 
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THE  RESIN  SPONGE  T-3  UPTAKE  TEST 
A Statistical  Analysis 

• A simple  convenient  laboratory  test 
with  excellent  hyperthyroid  discrimination. 


Since  Hamolsky  et.  al.1  in  1957  first  de- 
scribed the  uptake  of  tagged  Liothyronine  by 
red  blood  cells  as  a measure  of  thyroid  func- 
tion, attempts  have  been  made  to  improve 
and  simplify  this  test  for  clinical  application. 
Early  difficulties  arose  with  the  use  of  red 
blood  cells  as  the  absorbing  medium  because 
of  hematocrit  correction,  hemolysis  and  struc- 
tural abnormalities.  The  required  washing 
and  centrifuging  was  time  consuming  and  had 
to  be  done  with  care  to  avoid  damaging  the 
cells.  Factors  such  as  temperature,  number 
of  washes  and  time  of  incubation  had  to  be 
strictly  controlled,  as  they  all  effected  end 
results.  Intrinsic  abnormalities  of  the  red 
cells  associated  with  acute  leukemia,  congeni- 
tal hemolytic  anemia  and  Hodgkin’s  Disease 
were  also  found  to  effect  the  final  values.2 
Several  investigators3'4  then  began  to  experi- 
ment with  different  types  of  resin  as  a sub- 
stitute for  the  red  blood  cells.  A number 
of  these  were  evaluated  and  finally  the  proper 
physical  form  was  found  in  the  finely  ground 
anion  exchange  resin  amberlight  IRA-400  in 
the  chloride  cycle.  This  resin  was  then  mixed 
with  polyurethane  foam  to  make  individual 
plugs  of  sponge  approximately  one  centimeter 
square.  Resin  sponge  test  kits  are  now  com- 
mercially available  and  the  test  can  easily 


From  the  Department  of  Isotopes  and  Endocrinology.  Memorial 
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be  performed  by  any  laboratory  with  simple 
Isotope  counting  equipment.*  Previously  re- 
ported studies  3-4-5'6'7  of  the  resin  uptake  evalu- 
ation of  thyroid  function  have  shown  fairly 
close  correlation  with  the  clinical  state  of  the 
patient. 

In  our  laboratory,  we  analyzed  the  results 
of  the  resin  sponge  uptake  test  as  performed 
by  the  method  of  Mitchell. (J  Applying  simple 
statistical  analysis  with  clinical  correlation 
to  the  values  obtained,  a proper  estimation  of 
the  value  of  this  test  has  been  achieved.  Cer- 
tain problems  were  clarified  by  this  analysis. 
Materials  And  Methods 

The  following  procedure  was  used  for  all 
the  determinations;  1 ml.  of  the  patient’s 
serum  to  be  tested  was  pipetted  into  a flat- 
bottomed,  plastic  test  tube  and  tagged  with 
131-1  Tri-iodothyronine  containing  0.1  micro- 
curies or  less  of  radio-activity.  A resin  sponge 
was  then  added  to  the  mixture  of  serum  and 
radio-isotope  and  the  sponge  compressed 
three  times  in  the  serum-isotope  mixture  to 
assure  uniform  mixing.  The  mixture  was 
then  incubated  at  room  temperature  for  one 
hour.  Large  variations  in  room  temperature 
were  eliminated  by  year  round  total  building 
air  conditioning.  The  mixture  was  then 
counted  at  the  end  of  the  incubation  period 
and  the  serum  aspirated  from  the  test  tube 

^Obtained  as  a Triosorb  T-3  diagnostic  kit  from  Abbott  Laboratories. 
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utilizing  a special  plastic  tipped  aspirator. 
The  sponge  was  then  washed  three  consecu- 
tive times  with  5 ml.  of  water,  the  sponge  be- 
ing compressed  five  times  with  each  washing. 
The  washed  sponge  was  then  counted  for 
remaining  activity  and  the  percent  Triosorb 
uptake  calculated  by  dividing  the  remaining 
activity  by  the  total  activity. 

Results 

A series  of  64  ostensibly  normal  subjects 
coming  through  a private  hospital  to  donate 
blood  were  chosen  as  controls  and  a resin 
sponge  uptake  determined  in  duplicate  on 
each  individual.  The  mean  value  of  these  64 
patients  was  30.8%  and  the  standard  devia- 
tion was  3.5%.  The  distribution  plot  of  these 
results  can  be  seen  in  figure  No.  1.  Normal 
limits  for  the  test  were  then  established  at  2 
standard  deviations  below  and  above  the 
mean.  The  respective  numerical  range  was 
24%  to  38%  uptake.  All  subsequent  tests 
were  classified  on  this  basis. 

Analyzed  Group  — 637  consecutive  Trio- 
sorb  T-3  studies  were  then  analyzed  by  simple 
statistical  methods  utilizing  frequency  distri- 
bution and  plotting  the  results  on  normal 
probability  paper.8  A Gaussian  curve  was 
then  eye-fitted  to  the  clinically  normal  com- 
ponent. The  frequency  distribution  of  the 
Triosorb  T-3  study  and  the  Gaussian  curve, 
eye-fitted  on  probability  paper,  is  seen  in 
figure  No.  2.  Confidence  limits  of  this  mixed 
distribution  were  then  set  at  the  5%  and  95% 
level.  From  this  analysis  a range  of  “normal 
values”  from  19.8%  to  36.6%  was  established. 
Examination  of  the  distribution  plot  revealed 
a fairly  sharp  separation  of  the  euthyroid  and 
hyperthyroid  individuals.  The  values  of  the 
hyperthyroid  subjects  began  to  deviate  away 
from  the  eye-fitted  Guassian  curve  at  about 
the  95%  level.  Unfortunately,  the  separa- 
tion between  the  euthyroid  and  the  hypo- 
thyroid was  not  as  sharp  and  little  deviation 
from  the  Gaussian  curve  is  seen  until  one 
gets  down  to  the  17%  level  of  uptake.  Others 
9,10,11,12  have  also  noted  this  lack  of  a clear 
cut  separation  of  euthyroid  and  hypothyroid 
states.  When  the  spread  graph  seen  in  figure 
No.  3 is  examined,  it  is  again  quite  evident 
that  no  clear  cut  separation  between  the 
euthyroid  and  hypothyroid  individuals  exists 


Figure  1.  Each  dot  represents  one  subject. 


until  one  reaches  the  17%  uptake  level. 

Correlated  Group.  103  Triosorb  T-3  studies 
that  could  be  correlated  with  other  laboratory 
tests  of  thyroid  function  and  clinical  evalua- 
tion were  then  statistically  analyzed.  Of  the 
103  cases,  17  had  values  in  the  hypothyroid 
range,  73  cases  were  in  the  euthyroid  range 
and  13  cases  were  in  the  hyperthyroid  range, 
based  on  the  original  set  of  normal  values. 
When  the  103  cases  were  plotted  no  normal 
probability  paper  with  the  Gaussian  curve 
eye-fitted,  it  is  again  seen  that  there  is  no 
sharp  deviation  of  the  hypothyroid  cases  such 
as  there  is  with  the  hyperthyroid  cases. 
(Figure  No.  4)  Indeed,  when  the  7 subjects 
with  values  from  20%  to  23%  inclusive  were 
examined,  only  one  was  felt  to  be  hypothyroid 
and  that  patient’s  value  was  20%. 

Discussion 

The  resin  sponge  technique  has  provided  a 
reliable  and  accurate  means  of  separating  two 
states  of  thyroid  function.  It  has  the  advant- 
( Continued  on  Page  113) 
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to 


Figure  2 

Gaussian  Curve  “eye-fitted”  to 
the  frequency  distribution  of  the 
triosorb  T-3  study  plotted  on 
probability  paper.  Markers  en- 
close statistically  determined 
normal  range.  637  tests  evalu- 
ated. 


Figure  3 

637  consecutive  triosorb  T-3 
studies.  Each  dot  represents  one 
study. 
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HYPERTHYROID 


EUTHYROID 


• HYPOTHYROID 


637  CONSECUTIVE  TRIOSORB  STUDIES 


Figure  4 

Frequency  distribution  of  103 
clinically  correlated  triosorb  T-3 
studies  with  Gaussian  Curve  “eye- 
fitted"  on  probability  paper. 
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PSYCHOTROPIC  DRUGS  IN  GENERAL  MEDICINE 

• The  authors  offer  some  guidelines  to  the  gen- 
eral physician  in  prescribing  these  drugs  for  his 
patients. 


The  methods  of  treating  major  mental  ill- 
nesses, neuroses  and  psychosomatic  disorders 
have  undergone  a considerable  change  during 
the  past  ten  years.  This  is  mainly  due  to  the 
advent  of  the  new  psychopharmacological 
agents.  The  history  of  these  modern  drugs 
starts  with  the  discovery  of  the  Rauwolfia 
Alkaloids  and  the  phenothiazines  (which  are 
chemically  related  to  the  well  known  Methy- 
lene-blue). While  Rauwolfia  Alkaloids  were 
first  used  in  India,  the  phenothiazine  Chlor- 
promazine  was  discovered  and  first  used  in 
France.  Starting  from  these  two  compounds, 
a host  of  substances  which  are  chemically  re- 
lated to  either  one  have  appeared  on  the 
market,  and  many  of  them  have  by  now  found 
a permanent  place  in  the  physician’s  drug 
armanentarium.  However,  with  the  increas- 
ing number  of  neuroleptic  and  tranquilizing 
drugs  available  on  the  market,  it  is  very  dif- 
ficult for  the  busy  general  physician  not  to 
become  confused.  Many  of  the  newer  drugs 
are  chemically  closely  related  to  other  well 
known  drugs  and  show  only  minor  differences 
in  action  or  none  at  all.  We,  therefore,  at- 
tempt in  this  paper  to  give  some  guidelines 
for  psychopharmacological  therapy  in  general 
medicine.  This  is  especially  important  since, 
as  a result  of  the  introduction  of  psychotropic 
drugs,  many  patients  with  mental  disorders 
who  formerly  had  to  be  hospitalized  can  now 
be  treated  as  outpatients.  Since  psychiatric 
manpower  cannot  meet  this  need,  many  of 
these  cases  come  to  the  general  physician  for 
help.  Basically,  we  can  classify  the  psycho- 
pharmacological drugs  into  three  major 
groups  (1): 


Dr.  Voegele  is  Superintendent  of  the  Governor  Bacon  Health 
Center  and  is  also  in  private  practice  in  Wilmington.  Dr.  Dietze 
was  formerly  Clinical  Director  of  the  Health  Center. 


George  E.  Voegele,  M.D. 

H.  J.  Dietze,  M.D. 

Group  I:  The  neuroleptics.  These  are  also 
called  major  tranquilizers  and  consist  of  the 
phenothiazine  derivatives. 

Group  II : The  tranquilizers.  They  are  also 
called  the  group  of  minor  tranquilizers  and 
include  different  chemical  groups  (such  as 
Glycerol  derivatives,  etc.). 

Group  III:  The  anti-depressants  or  psycho- 
analeptics. They  include  the  mono-amino-oxy- 
dase inhibitors  and  facilitators  and  also  cere- 
bral stimulants. 

Action 

Both  neuroleptics  and  tranquilizers  have 
their  primary  action  in  mitigating  increased 
psychomotor  activity.  They  have  a calming 
effect  without  producing  sleep,  decrease  anx- 
iety and  also  make  the  patient  less  aware  of 
troubling  thoughts,  obsessions  and  compul- 
sions. They  decrease  or  even  abolish  hallu- 
cinations and  even  if  the  patient  does  not  lose 
his  delusions  or  hallucinations  completely,  he 
is  less  aware  of  them  and  learns  to  live  with 
them  without  being  troubled.  The  minor 
tranquilizers  mainly  give  the  patient  “peace 
of  mind”  (ataraxia)  and  decrease  muscular 
tension  which  is  so  often  a most  unpleasant 
consequence  of  an  anxiety  state.  The  anti- 
depressives,  of  course,  lift  the  depressive  mood 
and  increase  drive  and  activity  of  the  pa- 
tient. Those  that  are  specific  for  the  agitated 
type  of  depression  have  an  additional  calm- 
ing effect. 

Neuroanatomical  Structures  in  the  CNS 

In  order  to  understand  the  actions  of  these 
drugs  we  have  to  understand  certain  neuro- 
anatomical structures  in  the  Central  Nervous 
System  (CNS).  In  his  search  for  an  ana- 
tomical substratum  of  mental  illnesses,  man 
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for  a long  time  has  looked  for  localization  of 
certain  mental  functions  in  certain  areas  of 
the  CNS.  While  motor  functions,  speech,  etc., 
have  been  localized  to  some  extent  in  differ- 
ent areas  of  the  brain,  the  important  emotions 
have  evaded  such  anatomical  localization  for 
a long  time.  However,  in  1937  Papez2  revo- 
lutionized our  concept  of  the  mechanism  of 
emotion.  He  proposed  at  that  time  that  the 
rhinencephalic  structures,  the  so-called  olfac- 
tory brain  of  the  animals,  subserves  their 
emotional  states.  Since  that  time  other  in- 
vestigators have  confirmed  his  concept.  It 
seems  now  very  likely  that  this  area  which  is 
also  known  as  the  visceral  brain  or  the  limbic 
sytem,  is  the  neuroanatomical  background  for 
emotional  expression.  Papez  felt  that  this 
visceral  brain  regulates  the  responses  to  emo- 
tion-provoking stimuli  and  coordinates  sen- 
sory events  with  visceral  and  bodily  reactions 
and  visceral  needs.  This  limbic  system  is  situ- 
ated strategically  to  receive  and  associate  oral, 
visceral,  sexual  and  sensory  sensations  and 
discharge  them  through  multiple  hypothal- 
amic connections.  This  is  actually  a primitive 
cortical  area  and  is  opposed  to  the  more 
highly  developed  part  of  the  brain,  the  neo- 
cortex. What  a patient  feels  is  mediated  by 
the  visceral  brain  while  what  the  patient 
knows  is  a function  of  the  neocortex.  Papez 
felt  that  the  emotional  impulses  would  be 
transmitted  and  received  by  a pathway  travel- 
ling from  the  hippocampus  over  the  fornix 
to  the  mammillary  bodies,  from  there  to  the 
anterior  thalamic  nucleus  and  then  to  the 
cingulate  gyrus  of  the  cortex.  MacLean5 
confirms  this  theory  and  postulated  two  areas 
within  this  limbic  system:  one  for  the  mechan- 
ism of  self-preservation,  the  other  concerned 
with  emotional  states  instrumental  in  species 
preservation.  One  area  of  the  limbic  system, 
the  amygdala,  and  the  frontotemporal  cortex 
associated  with  it,  seems  to  be  a control  sta- 
tion for  the  self-preservation  of  the  individ- 
ual.4-5 This  special  function  of  the  limbic 
system  is  apparently  the  improvement  of  the 
adaptation  of  the  organism  in  an  environ- 
ment which  is  constantly  changing.  Disturb- 
ances in  this  area  lead  to  disturbances  of 
adaptation,  particularly  to  a lack  of  ability 
to  draw  on  previous  experiences/1  It  has 


been  speculated  that  serious  anxiety,  hyper- 
activity, impulsiveness,  restlessness,  low  frus- 
tration tolerance,  etc.,  are  all  possibly  associ- 
ated with  some  disturbance  of  this  sytem. 
The  neuroleptics  and  tranquilizers  seem  to 
rectify  this  condition  since  their  target  area 
appears  to  be  just  this  limbic  system,  par- 
ticularly the  hippocampus  and  the  amygdala. 
Thus  the  action  of  the  neuroleptics  and  tran- 
quilizers can  be  explained  as  a chemical  recti- 
fication of  a disturbance  in  this  area  of  the 
brain.  In  order  to  localize  the  drug-action 
sites  in  the  CNS  many  tests  have  been  de- 
vised, e.g.  the  anti-emetic  effect  of  these  drugs 
implies  a medullary-reticular  depression;  en- 
docrine and  autonomic  effects  indicate  that 
the  hypothalamus  is  the  receptive  site,  and 
extra-pyramidal  effects  point  to  the  basal 
ganglia.  Studies  show  that  the  more  potent 
phenothiazines  exerted  a greater  effect  on  the 
limbic  system  and  had  a greater  propensity 
to  cause  extra-pyramidal  signs;  there  was  less 
effect  on  the  hypothalamic  and  reticular  sys- 
tem, evidenced  by  lack  of  drowsiness  and  less 
autonomic-endocrine  symptoms. 

There  are  three  major  areas  on  which  these 
chemical  agents  act,  namely  1)  the  psyche, 
2)  the  autonomic-vegetative  system,  3)  the 
motor  system  (mainly  extra-pyramidal  sys- 
tem). 

The  effects  on  the  psyche  are  mainly  mani- 
fested by  a decrease  of  impulses  and  effective 
responses  of  the  person.  The  action  on  the 
vegetative-autonomous-hormone  system  is 
manifested  by  a damping  of  the  ergotropic 
stimulation  which  leads  to  bradycardia  and 
hypotension.  In  addition  there  is  a slight 
damping  of  the  trophotropic  action  with  anti- 
emetic  and  spasmolytic  effect.  There  may  be 
other  vegetative  signs  such  as  increase  of 
body  weight,  dryness  of  mouth,  hyperhydrosis, 
etc. 

The  motor  effect  of  these  drugs  is  mainly 
in  the  extra-pyramidal  motor  system.  We  see 
motor  inhibition  or  a so-called  Parkinson  syn- 
drome. In  addition  there  may  be  dyskinetic 
reactions  like  sudden  spasms,  opisthotonos, 
or  finally  the  symptom  of  a general  motor 
restlessness,  akathisia.  As  normal  signs  of 
neuroleptic  medication,  these  effects  appear 
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only  in  abortive  forms. 

The  basic  theory  of  the  action  of  the  neuro- 
leptics and  tranquilizers  is  based  on  the 
physiologic  concepts  of  Hess7  who  devised  a 
working  hypothesis  of  the  actions  of  a num- 
ber of  centrally  acting  drugs.  Hess  postulated 
the  existence  of  a subcortical  system  which 
integrates  autonomic,  psychic  and  somatic 
functions.  This  subcortical  system  has  two 
antagonistic  subdivisions:  1)  Ergotropic  which 
causes  predominantly  excitement.  The  chem- 
ical substance  causing  this  excitement  is  nor- 
epinephrine. 2)  Trophotropic  which  predom- 
inantly causes  apathy.  The  chemical  sub- 
stance causing  that  is  the  Serotonin.  Drugs 
acting  on  the  brain  may  do  this  (1)  by  being 
ergotropic,  i.e.  stimulating  nor-epinephrine 
production;  or  (2)  by  being  trophotropic, 
i.e.  stimulating  Serotonin  production,  or  (3) 
by  blocking  either  of  these  chemicals.  Reser- 
pine  is  thought  to  produce  its  beneficial  effect 
by  releasing  free  Serotonin  and  phenothia- 
zines  by  blocking  the  action  of  nor-epineph- 
rine. Anti -depressants  are  thought  to  act  by 
inhibiting  mono-amino-oxydase  which  is  an 
enzyme  that  normally  destroys  mono-amino 
compounds  (nor-adrenalin)  by  oxidation.  By 
inhibiting  this  oxydation  the  action  of  the 
nor-adrenalin  or  nor-epinephrine  is  prolonged 
and  thus  it  leads  to  stimulation  of  the  brain. 
This  might  be  a mechanism  of  combating  de- 
pression. 

Side  Effects 

In  many  drugs  the  beneficial  effects  may 
be  coupled  with  side  effects.  The  neuroleptics 
and  tranquilizers  are  no  exception.  The  side 
effects  are  not  necessarily  related  to  drug 
dosage  but  seem  independent  of  it.  They 
seem  to  appear  only  in  certain  predisposed 
persons  and  if  they  do,  the  reactions  are  most 
common  during  the  first  eight  weeks  of 
therapy.  As  we  have  seen  before  these  drugs 
have  numerous  actions  which  are  not  pri- 
marily therapeutic.  This  wide  range  of  ac- 
tion contributes  to  the  variety  of  side  effects. 
In  order  to  facilitate  recognition  of  the  side 
effects,  it  seems  appropriate  to  group  them 
into  different  categories:  (1)  the  extrapyra- 
midal  motor  signs  which  we  have  already 
discussed  above.  They,  above  all,  are  de- 


pendent on  individual  susceptibility;  how- 
ever, there  is  also  some  dependence  on  age 
and  sex.  Dystonic  syndromes  are  mainly 
seen  in  children  and  young  adults  while 
Parkinsonism  per  se  is  seen  more  often  in 
older  people  and  in  females.  Seizures  as  a 
side  effect  should  also  be  discussed  in  this 
context.  They  may  appear  first  when  a pa- 
tient is  under  the  influence  of  this  drug  and 
when  this  happens,  it  is  advisable  to  withdraw 
the  drug  and  see  whether  this  alone  will 
prevent  recurrence  of  the  seizures. 

(j2 ) The  next  group  are  the  autonomic-nerv- 
ous effects.  They  are  mainly  due  to  anti- 
cholinergic action.  We  find  dry  mouth,  fall 
in  blood  pressure,  dermatitis,  urticaria,  photo- 
sensitivity. (3)  The  next  group  are  the  serious 
toxic  reactions  of  which  cholestatic  jaundice 
and  agranulocytosis  are  most  important.  Both 
of  these  reactions  are,  fortunately,  rare.  It 
is  advisable  to  do  routine  leukocyte  counts 
every  week  during  the  first  eight  weeks. 
Thereafter,  the  patient  does  not  have  to  be 
checked  routinely  but  should  report  any  un- 
due fever,  sore  throat,  etc.,  to  the  doctor. 
Both  of  these  side  effects  react  rather  prompt- 
ly when  the  drug  is  withdrawn  and  suppor- 
tive treatment  is  instituted.  Very  often  we 
see  a fleeting  drop  in  the  white  blood  count 
which,  however,  does  not  mean  that  the  drug 
has  to  be  withdrawn.  In  such  cases  the  pa- 
tient should  be  observed  closely  and  most  of 
the  time  the  white  blood  cell  count  goes  up 
again.  As  long  as  the  granulocytes  are  not 
decreased,  there  is  no  undue  cause  for  alarm. 
(4)  A rare  side  effect  of  these  drugs  is  a 
retinopathy  which,  however,  has  only  been 
observed  in  persons  receiving  phenothiazines 
over  a long  period  of  time  and  in  extremely 
high  doses.  The  general  practitioner  will  not 
have  cause  to  use  these  drugs  in  such  high 
dosage.  At  times  we  encounter  feeling  of 
depersonalization  and  depression  associated 
with  phenothiazines.  This  is  reason  enough 
to  change  drugs.  An  initial  drowsiness  is 
rather  frequent  with  many  of  these  drugs, 
as  is  an  initial  dryness  of  mouth.  However, 
if  we  continue  these  drugs,  patients  usually 
overcome  these  side  effects  after  a few  days. 
The  only  thing  the  physician  has  to  do  is  to 
warn  the  patient  about  these  side  effects  so 
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that  he  is  not  alarmed  when  they  occur. 

Chemical  Groups 

In  the  following  we  want  to  give  a survey 
of  the  different  groups  of  neuroleptics,  etc., 
with  particular  reference  to  their  different 
chemical  structure.  This  may  help  to  bring 
order  into  this  rather  difficult  field. 

I.  Phenothiazines 

a)  The  largest  group  of  the  neuroleptics  are 
the  phenothiazine  derivatives.  The  best 
known  drug  of  this  group,  Thorazine,  is 
chemically  a Chlorpromazine.  It  is  the  main 
representative  of  the  first  sub-group  of  the 
phenothiazines  in  which  we  have  a phenothia- 
zine ring  with  an  unbranched  propyl-side 
chain.  Another  drug  of  this  group  is  the 
Sparine  (Promazine).  Thorazine  is  probably 
the  drug  of  choice  when  we  have  a major 
mental  disorder  because  of  its  good  tranquil- 
izing  action.  Initial  drowsiness  is  frequent 
and  patient  should  be  warned  against  dizzi- 
ness and  the  other  side  effects  like  tachy- 
cardia, dyspnea,  increase  of  weight,  photo- 
sensibility, seizures,  fever,  agranulocytosis  and 
jaundice.  Patients  taking  tranquilizers  like 
Thorazine  should  be  warned  not  to  drink 
alcohol  with  it  because  it  has  a rather  marked 
potentiating  action  and  also  they  should  be 
warned  not  to  drive  a motor  vehicle  if  they 
take  more  than  75  mg.  of  Thorazine  a day, 
and  even  if  they  take  less  and  feel  dizzy, 
they  definitely  should  not  drive.  The  usual 
dose  is  25  mg.  t.i.d.  and  this  should  be  gradu- 
ally increased  to  50  mg.  t.i.d.  up  to  100  mg. 
t.i.d.  It  is  not  advisable  to  give  more  than 
300  mg.  of  Thorazine  on  an  outpatient  basis. 
In  severe  psychotic  reactions,  and  also  in 
acute  organic  delirium  states,  it  is  much  bet- 
ter to  start  treatment  with  intramuscular 
doses  and  this  of  course  has  to  be  done  in  a 
hospital.  The  indications  for  Thorazine  are 
psychoses,  severe  incapacitating  neurotic  re- 
actions and  agitation  in  senile  patients. 

b)  The  next  group  consists  of  those  drugs 
in  which  the  phenothiazine  ring  is  connected 
with  a piperidyl-side  chain.  The  main  rep- 
resentative of  this  group  is  the  Thioridazine 
(Mellaril).  This  drug  has  been  used  par- 
ticularly in  geriatric  patients,  children  and 


adolescents  because  of  the  very  minor  seda- 
tive and  the  good  tranquilizing  effect.  There 
are  few  side  reactions  only,  such  as  initial 
drowsiness,  stuffiness  of  nose.  In  children 
and  geriatrics,  10  mg.  t.i.d.  should  be  the 
initial  dose,  while  in  adults  25  mg  t.i.d.  is 
advisable. 

c)  The  next  large  group  of  the  phenothia- 
zines is  made  up  of  the  basic  phenothiazine 
ring  with  a Piperazine-side  chain.  This  group 
is  characterized  by  a greater  potency  and  a 
less  sedative  action  than  the  phenothiazines 
previously  mentioned.  Several  members  of 
this  group  are  known  for  their  stimulating 
action  which  is  very  beneficial  for  chronic 
withdrawn  schizophrenics.  Drugs  belonging 
in  this  group  are  Proclorperazine  (Compa- 
zine), Perphenazine  (Trilafon)  and  Trifluo- 
perazine (Stelazine).  While  Compazine  is 
particularly  helpful  for  its  anti-emetic  action, 
the  best  known  and  most  successful  drug  in 
this  group  is  Stelazine.  Side  effects  are 
rather  few  and  autonomic  side  effects  are  vir- 
tually absent.  It  particularly  has  no  signifi- 
cant influence  on  the  blood  pressure.  We  see 
Parkinsonism,  Dyskinetic  Syndrome  and  at 
times  Akathisia.  However,  on  reduction  of 
the  dose,  this  usually  can  be  abolished.  It 
is  recommended  to  start  with  a dose  of  1 mg. 
b.i.d.  In  serious  cases  this  ought  to  be  given 
intramuscularly  and  gradually  this  can  be 
increased  to  4 mg.  b.i.d.  It  is  not  advisable 
for  the  practitioner  to  go  beyond  that  limit 
for  side  effects  then  are  frequent.  Stelazine 
can  be  given  in  convenient  b.i.d.  medication 
which  interferes  least  with  the  activities  of 
the  patient.  This  is  due  to  the  fact  that 
Stelazine  acts  for  about  10  to  12  hours. 

The  following  table  I will  help  to  under- 
stand the  different  action,  varying  strength 
and  the  different  kind  of  side  effects  occurring 
with  phenothiazine  medication.  Since  the 
phenothiazines  are  the  largest  group  of  the 
neuroleptics,  it  is  advisable  to  understand 
this  difference  in  the  action,  which  is,  of 
course,  based  on  the  different  chemical  com- 
position of  the  phenothiazines. 

From  this  table  we  see  that  with  increasing 
potency,  there  is  a decrease  in  the  relative 
dosage  as  expressed  in  milligrams.  The  milli- 
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TABLE  I 

Promazine  ( Sparine ) 
Chlorpromazine  ( Thorazine ) 
Thioridazine  ( Mellaril ) 
Triflupromazine  ( Vesprin ) 
Prochlorperazine  (Com pazine ) 
Perphenazine  ( Trilafon) 
Trifluoperazine  ( Stelazine ) 
Fluphenazine  ( Prolixin ) 


Potency 

Dosage 

Vegetative 
Autonomic 
side  effects 

Extra 
pyramidal 
side  effects 

Y 

200  mg . 
100  mg. 
100  mg. 
5 0 mg . 
2 5 mg . 
8 mg . 
5 mg . 
2 . 5 mg . 

A 

T 

gram  values  given  have  approximately  equal 
effect;  that  is,  about  200  mg.  of  Sparine  equals 
2.5  mg.  of  Prolixin  in  strength.  With  the 
increase  in  potency,  we  also  have  an  increase 
in  extra-pyramidal  motor  side  effect  while  at 
the  same  time  there  is  a marked  decrease  in 
the  autonomic-vegetative  side  effects. 

II.  Rauwolfia  Alkaloids 

This  group  comprises  drugs  like  Serpasil 
and  Harmonyl.  As  mentioned  before,  this 
was  the  first  group  of  so-called  tranquilizers 
and  they  have  served  a very  useful  purpose. 
By  now  they  have  pretty  much  receded  in 
the  treatment  of  mental  disorders  because  of 
their  increased  side  effects  and  lesser  effec- 
tiveness. They  are  mainly  used  now  in  the 
treatment  of  high  blood  pressure  because  of 
the  combination  of  hypotensive  and  calming 
effects. 

III.  Tranquilizers 

Now  we  come  to  the  large  group  of  so-called 
tranquilizers.  These  drugs,  in  addition  to 
their  tranquilizing  actions,  have  a specific 
relaxing  action  on  tense  muscles  and,  there- 
fore, they  are  used  frequently  in  tension  states 
associated  with  anxiety  and  with  psychoso- 
matic illnesses.  They  can  be  conveniently 
broken  down  into  several  sub-groups.  (1) 
One  is  the  group  of  the  Diphenyl-Methane 
derivatives  with  Frenquel  and  Benadryl  as 


the  main  representatives.  (2)  The  second 
group  comprises  Glycerol  derivatives  and  here 
we  have  the  well  known  Ultran  (Phenagly- 
codol)  and  the  even  better  known  Meproba- 
mate (Equanil  and  Miltown).  These  two 
latter  drugs  have  been  used  extensively  and 
are  still  very  effective  in  the  treatment  of 
minor  anxieties  and  tension  states.  It  is 
usually  given  in  doses  of  200  mg.  to  400  mg. 
t.i.d.  and  q.i.d.  However,  it  should  be  kept 
in  mind  that  Meprobamate  is  well  known 
for  its  potential  to  cause  addiction  and  with- 
drawal symptoms.  It  also  has  rather  fre- 
quent side  effects  like  fever,  nausea,  cardiac 
dysrhythmias,  skin  rashes,  purpura  and  even 
angioneurotic  edema.  (3)  Closely  related  to 
this  group  are  the  Diazopoxides  where  we 
have  Librium  (Chlor-diazopoxide)  and  Val- 
ium. Librium  is  given  5 or  10  mg.  t.i.d.  and 
gradually  increased  up  to  a dose  of  75  or 
100  mg.  In  acute  cases,  particularly  in  alco- 
holism, it  can  be  given  intramuscularly  or 
even  intravenously,  100  mg.  three  times  dur- 
ing the  first  day.  In  psychotic  states  it  is 
not  very  useful.  Side  effects  are  skin  rash, 
nausea,  constipation,  drowsiness  and  ataxia. 

A good  drug  to  keep  in  mind  is  Prozine, 
which  combines  200  mgs.  of  Meprobamate 
and  25  mg.  of  Promazine.  Since  the  action 
sites  of  both  drugs  are  different  the  combin- 
ation is  very  helpful  in  tense  anxious  states 
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of  more  severity.  It  comes  in  only  one 
strength  and  is  usually  given  b.i.d.  or  t.i.d. 

IV.  Anti-depressants 

The  group  of  the  anti-depressants  can  be 
broken  down  into  the  mono-amino-oxydase 
inhibitors,  some  of  which  are  Hydrazines, 
others  non-hydrazines  and  the  mono-oxydase 
facilitators.  The  hydrazines  include  Marplan, 
Niamid  and  Nardil.  They  are  good  and 
often  act  fast,  although  in  actual  practice 
it  may  often  take  up  to  several  weeks  before 
the  effect  of  these  drugs  is  visible.  Side  ef- 
fects are  relatively  frequent,  such  as  hypo- 
tension, liver  disturbance,  ataxia  and  nausea. 
Probably  the  best  known  non-hydrazine 
mono-amino-oxydase  inhibitor  is  Parnate 
(Tranylcypromine)  which  has  been  very  ef- 
fective. Side  effects  are  dizziness,  dry  mouth, 
perspiration  and,  of  course,  rarely  hyperten- 
sive crises.  Similar  in  action  to  Parnate  is 
Elavil  ( Amitriptylin)  which  is  particularly 
effective  in  agitated  depressions. 

A major  step  forward  in  the  treatment  of 
endogenous  depression  was  the  introduction 
of  Tofranil  (Imipramine)  which  is  a mono- 
amino-oxydase facilitator.  Since  this  drug 
is  an  antagonist  to  the  other  anti-depressants, 
it  is  of  the  utmost  importance  not  to  give 
both  types  of  drugs  simultaneously  or  one 
after  the  other.  There  should  be  at  least  an 
interval  of  one  week  between  Tofranil  and 
the  mono-amino-oxydase  inhibitors,  and  vice 
versa.  In  agitated  depressions  it  is  often 
too  stimulating  and,  therefore,  has  to  be  com- 
bined with  neuroleptics.  Side  effects  are 
frequent  although  mostly  in  patients  receiving 
more  than  200  mg.  per  day.  It  is  suggested 
to  start  with  10  mg.  t.i.d.  and  gradually  in- 
crease unless  there  is  a severe  depression 
where  it  is  recommended  to  start  with  25 
mg.  t.i.d.  intramuscularly.  The  intramuscular 
rote  is  much  more  effective  in  severe  psychotic 
depressions.  If  necessary  Tofranil  can  safely 
be  combined  with  electric  shock  treatment 
and  this  is  recommended  in  refractory  cases 
of  endogenous  or  reactive  psychotic  depres- 
sions. Side  effects  are  hypotension,  seizures, 
Parkinsonism,  agitation,  diplopia,  tremors, 
visual  hallucinations,  initial  dizziness.  Blur- 
red vision  is  very  frequent.  Agranulocytosis 


has  been  reported  in  some  cases.  Glaucoma 
is  an  absolute  contraindication  for  this  drug. 

Mention  should  be  made  of  the  group  of 
the  stimulants  which  are  also  used  for  de- 
pression. However,  they  are  not  very  effec- 
tive for  it.  The  stimulants  are  also  helpful 
to  combat  excessive  drowsiness  when  associ- 
ated with  phenothiazine  medication.  Dexe- 
drine  (Dextroamphetamine)  and  Ritalin 
(Methylphenidate)  are  available  for  this 
purpose. 

Suggestions  For  The  Use  Of  These  Drugs 

In  order  to  become  thoroughly  familiar 
with  the  actions,  indications,  contraindications 
and  side  effects  of  these  drugs,  it  seems  ad- 
visable to  restrict  oneself  to  just  one  or  two 
in  each  category  and  work  with  them  closely. 
Except  in  fulminating  cases  of  psychosis  or 
acute  attacks  of  panic  or  anxiety,  it  is  ad- 
visable to  start  with  a low  dosage  and  then 
gradually  increase  this  as  needed.  For  psy- 
chotic illnesses  one  should  begin  with  one  of 
the  neuroleptics  in  a dose  of  50  mg.  b.i.d.  and 
then  gradually  enlarge  the  dosage.  After  three 
or  four  days,  the  dose  can  be  increased  and 
this  has  to  be  continued  until  we  reach  a 
therapeutic  optimum.  At  this  time  we  keep 
up  this  dosage  until  some  unforseen  side  ef- 
fects necessitate  readjustment  of  the  dose  or 
switching  to  another  drug.  In  well  mani- 
fested psychotic  reaction,  however,  it  is  neces- 
sary to  start  with  a large  dose  in  the  begin- 
ning; otherwise  no  success  will  be  seen.  It 
is  even  advisable  to  start  out  with  intra- 
muscular medication  and  hospitalize  the 
patient).  The  phenothiazines  are  the  drugs 
of  choice  for  psychotic  reactions,  severe  neuro- 
tic reactions,  and  agitation  in  geriatric  pa- 
tients. They  are  also  useful  in  delirium  states, 
regardless  of  the  etiology  of  the  acute  organic 
syndrome,  (in  addition  to  the  treatment  indi- 
cated for  the  condition  causing  the  delirium). 

Tranquilizers  As  Adjunct  Therapy 

In  mild  anxieties,  tension  states  and  mild 
neuroses,  the  tranquilizers  are  the  best  avail- 
able drugs.  They  are  also  helpful  as  an  ad- 
junct in  many  psychosomatic  conditions.  Here 
we  should  start  with  mild  doses,  e.g.  5 or  10 
mg.  of  Librium  b.i.d.  and  then  gradually  in- 
crease it.  If  these  tranquilizers  are  not  strong 
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enough  after  giving  them  a trial  of  at  least 
several  weeks,  we  can  switch  over  to  a neuro- 
leptic such  as  Mellaril  25  mg.  t.i.d.  or  q.i.d. 
In  maintenance  treatment  of  anxiety  reac- 
tions or  other  forms  of  neuroses  one  has  to 
remember  the  possibility  of  dependence  on 
the  drug  which  often  develops  in  weak,  de- 
pendent personalities  who  use  the  drug  as  a, 
crutch  in  order  not  to  face  their  inherent 
personality  problems.  These  patients  should 
rather  be  encouraged  to  seek  psychothera- 
peutic help  since  the  drugs  will  not  solve 
their  basic  conflict.  Both  in  neuroses  and 
even  more  in  psychoses  the  drugs  should  not 
be  withdrawn  abruptly  because  untoward 
effects  could  happen  after  the  patient  has 
been  on  the  drug  for  a long  time.  They 
rather  should  be  tapered  off  gradually.  The 
same  should  be  done  when  we  switch  from 
one  drug  to  another  unless  a serious  side  ef- 
fect has  happened.  A few  words  should  be 
said  about  maintenance  treatment.  Since 
mental  illnesses  in  general  are  chronic,  it  is 
necessary  to  treat  major  illnesses  for  a long 
time.  In  the  psychotic  reactions,  we  should 
try  to  decrease  the  dosage  level  gradually  and 
slowly  after  we  have  reached  a therapeutic 
plateau.  Then,  however,  the  patient  should 
continue  on  the  drug  for  a long  time  since 
studies  have  shown  that  after  discontinuation 
of  the  phenothiazines  a relapse  occurs  very 
frequently  and  often  shortly  thereafter.  Since 
phenothiazines  are  no  casual  treatment  but 
only  symptomatic,  it  should  be  understood 
that  we  should  continue  to  keep  these  symp- 
toms under  control  in  order  to  make  the 
patient  capable  of  continuing  his  daily  life. 

In  the  treatment  of  depressions  it  is  ad- 
visable to  push  the  drug  dosage  to  the  opti- 
mum level  in  the  shortest  possible  time.  Since 
suicide  is  an  ever  present  danger  in  depressive 
reactions,  we  cannot  wait  very  long  for  the 
result  of  an  antidepressant  to  appear  but 
have  to  act  fast.  Therefore,  unless  the  de- 
pression is  very  mild,  it  is  advisable  to  start 
out  by  the  intramuscular  route,  e.g.  Tofranil 
25  mg.  t.i.d.  and  then  to  increase  this  until 
we  reach  the  optimum  level.  Basically,  drug 
treatment  for  depressions  is  dangerous  be- 
cause of  the  suicidal  tendencies  of  the  patient; 
even  more  so  when  we  remember  that  when 


the  anti-depressants  take  effect  and  relieve 
the  apathy,  the  guilt  feelings  may  still  be 
present.  This  then  may  be  a particularly 
dangerous  time  for  the  patients  to  commit 
suicide.  It  is  also  well  known  that  all  of  the 
anti-depressants  are  slow  acting  and  need 
often  four  to  six  weeks  before  a real  result 
is  achieved.  Therefore,  in  any  marked  de- 
pression, electric  shock  treatment  is  still  the 
treatment  of  choice.  As  mentioned  above, 
if  the  depression  is  combined  with  agitation, 
then  the  anti-depressant  drug  should  be  com- 
bined with  a phenothiazine.  It  is  also  possible 
to  combine  anti-depressant  drugs  with  electric 
shock  treatments,  and  this  is  often  necessary 
when  the  anti-depressant  drugs  do  not  work 
fast  enough  or  when  danger  of  suicide  becomes 
more  imminent. 

In  Table  II  we  give  best  known  drugs  of 
each  category  which  have  stood  the  test  of 
time  and  give  their  initial  and  maximum 
dosage  levels  as  they  would  apply  to  the 
general  physician. 

Treatment  Management 

Once  the  doctor  decides  that  a tranquilizer 
or  phenothiazine  is  indicated  in  a patient, 
then  he  should  tell  the  patient  in  detail  about 
the  possible  side  effects.  He  should  mention, 
particularly,  the  initial  drowsiness,  stuffy  nose, 
slight  dizziness  and  dryness  of  mouth.  When 
the  patient  is  warned  about  such  side  effects, 
their  appearance  will  not  increase  his  anxiety 
as  would  otherwise  be  the  case  in  the  anxious 
neurotics  who  often  show  a morbid  preoccu- 
pation with  their  body  function.  Later  the 
patient  should  be  checked  routinely  for  other 
side  effects  and  the  dosage  level  increased 
according  to  his  need.  In  the  first  four 
weeks  a weekly  WBC  is  indicated,  particu- 
larly in  the  phenothiazines  and  the  anti-de- 
pressants. After  an  optimum  level  has  been 
reached,  the  drug  can  be  gradually  decreased 
to  the  average  maintenance  level  (see  table 
II).  The  patients  should  be  warned  not  to 
drink  alcohol  with  the  drugs,  since  there  is 
a potentiating  effect,  and  also  not  to  drive 
because  the  tranquilizers  do  interfere  with 
the  alertness  of  the  patient.  It  should  be 
remembered  that  children,  adolescents  and 
geriatric  patients  are  especially  sensitive  to 
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TABLE  II 


Name 

Minimum 

dosage 

Maximum 

dosage 

Maintenance 

dosage 

Thorazine  (Chlorpromazine) 

25  mg.b.i.d. 

100  mg.  t. i.d. 

50  mg.  b.i.d. 

Mellaril  (Thioridazine) 

25  rag.  b.i.d. 

100  mg.  t.i.d. 

25  mg.  t.i.d. 

Stelazine  (Trifluoperazine) 

1 mg . b.i.d. 

5 mg . b.i.d. 

1 mg . b.i.d. 

Equanil  (Meprobamate) 

200  mg.  b.i.d. 

400  mg . q . i . d . 

400  mg.  b.i.d. 

Librium  (Chlordiazopoxide) 

5 mg . t . i . d . 

25  mg.  q.i.d. 

10  mg.  t.i.d. 

Nardil  (Phenelzine) 

15  mg.  b.i.d. 

15  mg.  q.i.d. 

15  mg.  t.i.d. 

Tofranil  (Imipramine) 

10  mg.  b.i.d. 

25  mg.  t.i.d. 

10  mg.  t.i.d. 

these  drugs  and  that  we  see  more  side  effcts 
in  these  age  groups  than  in  others.  If  a pa- 
tient shows  a minor  side  effect  like  dermatitis 
and  it  is  absolutely  necessary  to  keep  him  on 
his  particular  drug,  then  an  attempt  can  be 
made  to  make  him  tolerate  the  drug  by  add- 
ing an  antihistaminic  like  Chlor-trimeton  or 
Benadryl.  At  times  we  also  may  discontinue 
a drug  and  reinstitute  treatment  three  or 
four  days  later,  only  to  find  that  the  patient 
can  now  tolerate  the  drug  well. 

Indications  And  Contraindications 

Phenothiazines  are  indicated  in  psychosis 
and  neurotic  reactions  which  do  not  respond 
to  tranquilizers.  Tranquilizers  are  indicated 
for  neurotic  reactions,  adjustment  reactions 
and  tension  states.  The  anti-depressants,  of 
course,  are  indicated  for  depressive  states 
only.  They  are  not  particularly  helpful  in 
mild  neurotic  depressions  which  should  be 


treated  with  psychotherapy.  Contraindica- 
tions to  these  drugs  are  coma,  glaucoma  for 
some  of  the  anti-depressants,  certain  cardiac 
disturbances  and  hypotension.  Mono-amino- 
oxydase  facilitators  and  inhibitors  should 
never  be  combined  and  there  should  be  an 
interval  of  at  least  a week  before  one  of  the 
other  drugs  is  started.  (See  above). 

Summary 

A short  classification  of  the  different  neuro- 
leptics, tranquilizers  and  anti-depressive  drugs 
is  given.  The  side  effects,  indications  and 
contraindications  are  discussed  and  the  pres- 
ent theories  of  the  actions  of  these  drugs 
in  the  brain  are  mentioned.  It  is  stressed 
that  the  general  physician  should  use  only 
a few  out  of  the  multitude  of  these  drugs  in 
order  to  become  thoroughly  familiar  with  their 
actions  and  side  effects. 


References  will  be  supplied  by  the  Journal  on  request. 


THE  RESIN  SPONGE  T-3  UPTAKE  TEST 

(Continued  from  Page  104) 
age  of  being  in  vitro  and  not  exposing  in- 
dividuals to  radioactivity.  The  technique 
of  its  performance  is  less  critical  than  that 
of  the  red  blood  cell  T-3  or  Protein  bound 
iodine  study.  It  is  reproducible  and  can  be 
performed  on  fresh  or  frozen  plasma  samples. 

To  establish  a more  discriminating  range 
of  normal  values,  it  is  suggested  that  a Gaus- 
sian plot  of  a large  consecutive  series  of  deter- 
minations be  made  on  normal  probability 
paper.  The  confidence  levels  should  then  be 


set  at  the  5%  and  95%  levels  and  the  normal 
range  of  uptake  extrapolated  from  these  two 
limits.  Still  a certain  amount  of  overlap 
between  the  hypothyroid  and  the  euthyroid 
level  is  bound  to  occur.  This  may  result  from 
the  increase  in  statistical  error  that  occurs 
when  lower  counting  rates  obtain  in  any 
isotope  determination.  The  patient  in  early 
hypothyroidism,  lacking  definitive  clinical 
symptomatology,  may  also  be  in  this  gray 
zone  of  lower  uptake. 

ACKNOWLEDGMENT:  Triosorb  T-3  kits  were  supplied  by  W.  R. 
Davies  of  Abbott  Laboratories,  North  Chicago,  Illinois. 
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THE  ROLE  OF  THE  ULCER  CLUBS 

For  Prevention  of  Recurrences  in  Duodenal  Ulcer 


• The  time  has  now  come  for  mass  screening 
of  the  population  to  test  the  accuracy  of  ulcer 
predictability,  and  preventability.  The  establish- 
ment of  community  “ulcer  clubs”  will  be  of 
assistance  to  the  harried  physician  in  his  efforts 
to  educate,  guide,  and  cure  both  the  ulcer  pa- 
tient and  the  ulcer-prone. 


Why  do  most  ulcer  patients  believe  that 
ulcers  do  not  heal  completely,  and  thus  ex- 
pect their  ulcer  to  recur?  This  is  mainly 
due  to  the  fact  that  medical  misconceptions 
die  slowly.  Recently,  Sun1  studied  the  effect 
of  long-term  anticholinergic  (Robinul)  ther- 
apy for  prevention  of  recurrences  and  com- 
plications in  patients  with  recurring  ulcers. 
His  results  indicate  a recurrence  rate  of  15% 
in  the  Robinul  group  versus  71%  in  the  place- 
bo group — at  the  end  of  an  18  month  follow- 
up period.  Complications  during  treatment 
were  observed  in  5%  of  patients  under 
Robinul  therapy  and  in  59%  of  patients  under 
placebo  therapy.  This  study,  therefore,  should 
banish  some  long-established  misconceptions. 

Again,  why  does  the  asymptomatic  patient 
discontinue  treatment  and  rarely  return  to 
his  physician  unless  his  pain  recurs?  The 
reason  is  simply  that  many  patients  fail  to 
cooperate  with  their  doctors.  The  demands 
of  the  public  are  not  reasonable,  but  they 
are  quite  simple.  It  dreads  disease  and  de- 
sires to  be  healed  quickly.  Scientific  mea- 
sures are  hard  to  understand:  They  simply 
do  not  understand  that  they  have  a vagally 
and  hormonally  whipped  stomach  which  se- 
cretes and  empties  continuously.  How  com- 
plete and  inconsiderate  their  lack  of  knowl- 
edge can  only  be  realized  by  those  who  have 
a deep  perception  of  ulcer  healing:  antacids, 
anticholinergics,  and  sedatives  will  not  do  the 
whole  job;  92.2%  retard  healing  because  they 
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will  not  quickly  resolve  their  emotional  prob- 
lems.- What  the  ulcer  public  wants  is  a magic 
charm  to  cure  their  disease. 

However,  cooperation  may  be  obtained 
when  the  patient  is  first  disabled  by  his 
ulcer.  An  educational  program,  early  in 
treatment,  designed  to  acquaint  the  patient 
thoroughly  with  his  disease  is  almost  manda- 
tory. Indoctrination  is  part  and  parcel  of 
ulcer  treatment.3  Then  long-term  compre- 
hensive therapy  could  be  started.  This  plan 
will  prevent  the  asymptomatic  patient  from 
discontinuing  his  treatment — and  it  will  keep 
most  patients  under  medical  supervision  for 
several  years.  Long-term  therapy  for  the 
original  ulcer,  during  its  active  phase — may 
heal  completely  and  permanently  the  ulcer 
— with  prevention  of  most  recurrences  and 
complications.4 

Dr.  Heinrich  Necheles  recognized  the  sever- 
ity of  the  recurrence  problem  some  years  ago 
when  he  pioneered  the  “Ulcer  Club  of  Chi- 
cago.” In  this  club,  ulcer  patients  meet 
monthly  and  they  are  given  the  knowledge 
they  seek.  These  patients  certainly  no  longer 
have  a “lost  cause”  problem.  They  have 
learned  from  Necheles5  that  their  emotions 
affect  the  vagi  which  in  turn  release  acetyl- 
choline, and  this  may  produce  vasoconstriction 
which  will  affect  predisposed  areas  and  result 
in  tissue  anoxia  and  consequence  formation 
and  chroniciity  of  ulcers.  This  they  have 
been  told — and  much,  much  more. 

This  venture  by  Necheles  has  been  highly 
successful.  Clubs  are  slowly  forming  in  some 
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sections  of  the  country — but  the  movement 
needs  a real  boost  by  all  physicians  intei'ested 
in  the  ulcer  problem. 

Ulcer  clubs  may  serve  as  the  media  through 
which  essential  ulcer  information  might  be 
provided  for  the  seeking  public.  That  this 
honorable  profession,  having  observed  that 
most  ulcer  patients  are  almost  completely 
confused  or  are  in  great  ignorance  of  ulcer 
causes  and  cures,  should  go  on  to  establish 
ulcer  clubs  is  enough  to  make  one  proud  of 
professional  humanity. 

Mark  Twain  said  “Everybody  talks  about 
the  weather  but  nobody  does  anything  about 
it.”  In  a similar  way,  we  have  talked  about 
the  ulcer-prone,  but  nothing  has  ever  come 
of  it.  But  the  time  has  now  come:  our 
knowledge  of  the  genesis  of  the  ulcer  is  be- 
coming broader  and  more  refined  with  ad- 
vances in  allied  sciences:  recent  findings  in- 
dicate that  there  is,  among  patients,  a gene- 
tically determined  vulnerability  to  the  disease. 
Some  are  more  vulnerable  than  others:  so  it 
is  now  possible  and  practical  to  divide  the 
population  into  two  groups:  those  with  a high 
probability  and  those  with  a low  probability 
of  developing  an  ulcer. 

When  these  new  findings  are  combined 
with  old  established  facts — the  hypothesis 
of  ulcer  predictability  has  been  established. 

Blood  Groups  And  Ulcer  Association 

Aird6  in  controlled  studies  showed  that 
subjects  of  blood  group  0 have  a 40%  higher 
liability  to  duodenal  ulcers  than  do  those  who 
belong  to  the  other  blood  groups.  This  fact 
has  since  been  confirmed  not  only  in  England, 
but  in  the  United  States,  Holland,  Scandi- 
navia, India  and  China. 

Secretor  Status  And  Ulcer  Association 

It  has  been  observed  by  Aird  that  each 
person  has  a secretor  status:  people  either 
secrete  or  they  do  not  secrete  their  specific 
blood  group  substances  (mucopolysaccrides) 
into  their  body  fluids  (saliva,  digestive  juices, 
etc.).  On  this  basis  Card7  quotes  the  work 
of  Clark  and  Sheppard  showing  that  non- 
secretors  are  45%  more  likely  to  develop  a 
duodenal  ulcer  than  are  secretors. 


The  surveys  by  Wells  and  Kyle8  and  others 
have  shown  that  the  duodenal  ulcer  occurs 
more  frequently  in  near  relatives  of  ulcer 
patients  than  in  the  general  population. 

The  Ulcer  Type  Personality 

Many  authorities  believe  that  about  50% 
of  ulcer  patients  have  unusual  drive,  seem  al- 
ways in  a hurry,  are  self-sufficient,  stubborn, 
critical,  and  compulsively  perfectionists,  etc. 

Vagotonia 

Bockus9  believes  that  many  duodenal  ulcer 
patients  show  evidence  of  overactivity  of  the 
autonomic  nervous  system — vagal  overactiv- 
ity: low  blood  pressure,  slow  pulse;  increased 
salivary  and  gastric  glandular  activity;  spastic 
colon;  hyperinsulinism,  etc. 

Atypical  Ulcer  Symptoms 

Are  these  atypical  symptoms  actually  the 
symptoms  of  an  ulcer  in  the  stage  of  incu- 
bation? Nevertheless,  it  is  estimated  that 
20%  of  patients  with  recurring  symptoms  of 
indigestion:  belching,  heartburn,  water  brash, 
a sense  of  fullness,  nausea,  and  vomiting  will 
eventually  develop  an  ulcer. 

Acid  Hypersecretion 

Dragstedt10  has  shown  that  many  duodenal 
ulcer  patients  secrete  between  60  to  70  mEq. 
of  free  hydrochloric  acid  during  a 12 -hour 
period  at  night  as  compared  with  10  to  20 
mEq.  secreted  by  most  normal  people. 

Doll11  has  shown  a relationship  between 
gastric  hypersecretion  in  the  young  and  the 
later  development  in  these  same  people  of  a 
duodenal  ulcer. 

In  summary,  the  ulcer-prone  people  are 
those  that:  (1)  Have  near  relatives  that  have 
or  have  had  an  ulcer.  (2)  Have  recurrent  at- 
tacks of  indigestion.  (3)  Show  signs  and 
symptoms  of  vagatonia.  (4)  Display  an  “Ulcer 
Personality.”  (5)  Have  type  O blood.  (6)  Are 
non-secretors  of  ABO  (H)  blood  group  sub- 
stances. (7)  Hypersecrete  hydrochloric  acid. 

Ulcer  predictability  is  now  a reality — but 
the  degree  of  accuracy  remains  unknown. 
Accuracy  in  prediction  will  depend  on  mass 
screening  of  the  population. 

(Continued  on  Page  125) 
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SOME  CONSIDERATIONS  ON  THE 
MANAGEMENT  OF  PAIN 


• Pain  is  often  a symptom  of  malingering  psycho- 
physiological  reactions  and  conversion  reactions. 
These  disorders  are  presented  in  a manner  which 
may  encourage  the  physician  to  go  beyond  merely 
inferring  an  emotional  etiology  when  pain  ap- 
pears uncorrelated  to  organic  signs. 


Nicholas  P.  Bash,  M.D. 


Pain  is  unquestionably  of  great  value  in 
the  diagnosis  and  treatment  of  organic  path- 
ology. However,  it  can  also  be  misleading  in,/ 
the  former  and  perplexing  in  the  latter.  This 
is  largely  because  pain  is  a subjective  experi- 
ence. In  the  phylogenetic  development  of 
man,  pain  broke  from  its  organic  fetters  and 
became  an  affect.  In  its  relatively  new  home, 
the  psyche,  it  is  most  readily  exploited  to 
attempt  resolution  of  mental  conflct.  The 
psyche  has  a more  integral  family  member 
in  the  realm  of  discomforts,  namely  anxiety. 
As  an  experience  of  unpleasure,  anxiety  is  by 
far  more  unbearable  than  uncomplicated  or- 
ganically induced  pain  such  as  is  seen  clinic- 
ally. Anxiety  is  frequently  seen  alone,  but 
pain  is  almost  always  amalgamated  with  and 
potentiated  by  anxiety.  In  a chronic  setting, 
organically  induced  pain  tends  to  lessen  as 
an  affect;  whereas  anxiety  tends  to  intensify 
in  order  to  serve  the  underlying  conflict. 
However,  the  psyche  finds  pain  a most  use- 
ful and  multi-purpose  tool  and  seldom  fails  to 
utilize  it  in  an  attempt  to  gain  greater  relative 
comfort.  Because  of  this,  a thorough  knowl- 
edge of  the  mental  sphere  is  necessary  to 
evaluate  the  symptom  of  pain  where  the  or- 
ganic pathology  can  not  be  objectively  de- 
termined or  the  pain  seems  uncorrelated  to 
these  findings.  Since  an  elaborate  psychiatric 
background  is  not  feasible  for  most  practi- 
tioners of  medicine,  it  may  be  useful  to  con- 
sider characteristics  of  the  more  important 
psychiatric  conditions  in  which  pain  might 

Dr.  Bash  is  on  the  Stff  of  the  Delaware  Hospital,  and  is  also  in 
private  practice  in  Wilmington,  Delaware. 


play  and  important  role.  This  information 
might  hopefully  help  the  physician  make  a 
gross  psychiatric  evaluation  pertinent  to  per- 
plexing pain  in  his  patients.  By  so  doing  he 
will  be  able  to  decide  his  course  of  treatment 
based  on  positive  evidence,  rather  than  the 
usual  method  of  excluding  the  objective  signs 
and  therefore  infering  the  subjective  nature 
of  the  symptom  of  pain. 

Pain  And  Malingering 

Malingering,  in  as  much  as  it  is  a non- 
acceptable  way  of  gaining  one’s  end,  is  an 
anti-social  characteristic.  Therefore  it  is 
most  likely  found  in  patients  showing  definite 
sociopathic  trends.  The  malingerer  feigning 
pain  realizes  the  “blackmail”  prowess  of  his 
product.  Of  all  symptoms,  it  is  most  apt 
to  evoke  empathy  in  others;  also  it  can  be  a 
very  difficult  symptom  to  disprove.  The  ma- 
lingerer is  not  primarily  interested  in  emo- 
tional rewards,  such  as  love,  affection,  ap- 
proval, etc.;  but  has  rather  displaced  these 
needs  by  more  materialistic  strivings  such  as 
financial  compensation,  easier  job,  etc.  A 
malingerer  must  hit  hard  and  gain  his  ends 
rapidly  because  he  fears  he  cannot  maintain 
his  deceit.  Becuse  he  needs  to  consciously 
guard  against  inconsistancies,  examinations 
are  unpleasant  to  him.  He  is  therefore  hostile 
to  the  observer.  He  will  be  impatient  if 
treatment  is  emphasized,  rather  than  finan- 
cial compensation,  lighter  work  etc.;  the  end 
he  seeks  is  usually  readily  obvious.  He  is 
often  seeking  an  expert  witness  to  strengthen 
his  legal  position.  On  the  matter  of  treatment, 
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analgesics,  as  well  as  physical  treatments, 
known  to  relieve  pain,  are  surprisingly  inef- 
fective. A complete  physical  examination, 
with  pertinent  laboratory  studies  is  mandi- 
tory.  Once  the  physician  finds  no  objective 
evidence  for  the  pain  in  the  matrix  of  an 
obvious,  usually  materialistic,  striving  in  the 
picture,  he  must  attempt  to  evaluate  the 
personality  of  the  patient  along  the  above 
lines. 

Pain  Induced  By  A Psychophysiological  Reaction 

Pain  is  often  the  end  result  of  psychophysio- 
logical reactions.  Symptoms  of  these  reactions 
are  commonly  listed  under  the  general  cate- 
gory of  psychosomatic  ailments.  In  these 
conditions  pain  can  be  produced  by  a number 
of  different  mechanisms.  For  the  most  part, 
the  symptom  of  pain  is  caused  by  sustained 
autonomic  nervous  system  action  on  blood 
vessels,  glands,  and  smooth  muscles.  This 
contrasts  with  conversion  reactions,  which  are 
effected  largely  over  areas  innervated  by  the 
voluntary  nervous  system.  Both  types  of 
reactions  are,  of  course,  produced  without  the 
conscious  awareness  of  the  patient. 

When  pain  is  a symptom  of  psychophysio- 
logical reaction  it  is  usually  of  organic  eti- 
ology, albeit  not  always  testable  by  our  cur- 
rent laboratory  methods.  Pain  here  in  itself 
serves  no  primary  psychological  purpose. 
Affects  such  as  anger,  fear,  need  for  love,  etc., 
tend  to  evoke  physiological  responses.  These 
reactions,  although  usually  similar  in  different 
individuals,  can  in  a particular  individual, 
vary  from  the  usual  on  the  basis  of  heredity 
and  very  early  experiences. 

The  affect  in  question  is  not  permitted  to 
enter  awareness  or  to  be  consciously  experi- 
enced. It  is  repressed.  Its  physiological 
component  then  seeks  to  discharge,  or  to 
somatically  express,  the  affect.  Being  an  in- 
efficient worker  at  this  task  it  must,  so  to 
speak,  work  around  the  clock.  As  far  as 
serving  the  psychological  conflict,  it  need  go 
no  further.  However,  in  many  instances  the 
reaction  over  a long  period  of  time  produces 
organic  changes,  some  of  which  will  produce 
pain.  As  an  example,  a business  tycoon  with 
strong  repressed  dependency  needs  may  con- 
stantly secrete  gastric  juices.  The  soma  can 


offer  no  further  help  in  attempting  to  handle 
the  effect.  When,  in  this  individual,  an  ac- 
tive ulcer  forms  with  its  symptoms  of  pain,  it 
can  best  be  understood  as  a complication, 
which  may  even  act  as  a backlash  on  the 
already  inefficient  attempt  to  handle  the  con- 
flict. The  organically  induced  symptom  of 
pain  tells  us  nothing  about  the  psychological 
picture.  This  only  starts  when  we  consider 
the  psychophysiological  reaction  which  re- 
sulted in  the  organic  changes  producing  the 
pain.  With  some  psychiatric  training,  it  is 
usually  not  difficult  to  determine  the  repressed 
affect  in  a psychophysiological  reaction.  For 
example,  a patient  with  essential  hypertension 
is  observed  never  to  get  angry.  The  repressed 
affect  is  anger,  which  may,  however,  be 
symbolically  directed  towards  the  wife,  boss, 
etc.  The  real  culprit  is  often  the  most  elusive 
in  a psychological  hunt.  This  is  easier  to  un- 
derstand if  we  realize  that  most  psychophysio- 
logical reactions  have  their  birth  during  the 
pre-verbal  period  of  development  and  even 
fade  into  genetically  determined  reactions. 
Because  of  this,  in  many  cases  psychiatric 
treatment  is  not  the  most  feasible  approach. 
When  pain  is  a symptom  of  a psychophysio- 
logical reaction  it  should  be  treated  sympto- 
matically, along  with  the  medical  treatment 
of  the  basic  physiological  reaction  responsible 
for  the  manifestation  of  pain.  In  certain 
select  cases  intensive  psychotherapy  can  be 
most  effective. 

Pain  As  A Conversion  Reaction-Symptom 

Conversion  reactions  if  analysed  tell  a 
complete  phychological  story.  Although  the 
mental  conflict  is  always  complicated,  it  is 
expressed  in  condensed  somatic  language. 
This  occurs  along  usually  naive  concepts  of 
voluntary  nervous  system  innervation  by  a 
hallucinatory  like  process.  The  phenomenon 
is  entirely  unconscious.  In  the  incessent 
symptoms  of  conversion  reactions,  anesthesia 
and  paralysis  predominate;  whereas  if  pain  is 
experienced,  it  is  usually  intermittent,  as 
when  pressure  is  applied  to  a part  or  experi- 
enced by  the  patient  during  a specific  act.  In 
cases  of  long  term  paralysis  of  muscle  groups 
pain  may  result  secondary  to  muscle  contrac- 
tures. In  this  case  pain  is  not  an  integral 
(Continued  on  Page  125) 
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LIMITATIONS  OF  COUNTER  SHOCK  CONVERSION  IN  ATRIAL  FIBRILLATION 

John  Martin  Askey,  M.D. 


Many  clinicians  believe  that  conversion  of 
atrial  fibrillation  to  normal  rhythm  by  elec- 
tric countershock  is  preferable  to  the  use  of 
quinidine,  being  simpler,  safer,  and  more 
effective.1  Success  or  failure  is  decided  in  a 
few  minutes  in  contrast  to  the  days  of  con- 
stant observation  and  cautious  electro-cardio- 
graphic  monitoring  needed  for  quinidine  con- 
version. These  very  advantages,  though,  in- 
vite a less  discriminating  use  of  this  method 
which  is  not  without  its  failures  and  dangers: 
About  10  percent  of  attempts  have  not 
achieved  conversion;  About  half  the  conver- 
sions have  not  been  maintained;2  and  not  all 
those  that  were  maintained  have  benefited 
the  patients.3  Futhermore,  although  counter- 
shock is  safer  than  other  methods  in  carefully 
selected  patients,  serious  arrhythmias  have 
occurred;  in  some  but  not  all  such  cases  there 
was  evidence  of  overdigitalization  at  the  time 
of  the  treatment.4’5-6-7 

Regardless  of  the  method  by  which  atrial 
fibrillation  is  converted  to  normal  rhythm, 
the  objective  is  to  maintain  that  rhythm  with 
benefit  to  the  patient.  This  benefit  presum- 
ably results  from  an  improvement  in  cardiac 
output. 

Catheter  studies  have  shown  an  increase 
of  output  in  most  patients,  both  at  rest  and 
after  exercise.8  This  increase  occurs  not  im- 
mediately after  conversion  but  several  days 
later.  In  some  patients  no  such  increase  could 
be  demonstrated.3  Burchell,9  believed  that  the 
data  on  the  increase  in  cardiac  output  scarcely 
seem  to  justify  listing  such  an  increase  as 
the  main  reason  for  attempting  to  restore 
normal  rhythm. 

There  is  no  agreement  on  exactly  how  the 
conversion  to  normal  rhythm  improves  the 
cardiac  output,  although  usually  the  increase 
is  attributed  to  the  addition  of  “the  atrial 
kick”  mechanism.8  In  most  reports  the  em- 
phasis has  been  placed  on  the  change  in 

Dr.  Askey,  a noted  Cardiologist,  is  Associate  Clinical  Professor 
of  Medicine  at  the  University  of  Southern  California  vSchool  of  Medi- 
cine. Address:  1930  Wilshire  Boulevard,  Los  Angeles.  California. 


rhythm  rather  than  on  the  change  in  ven- 
tricular rate.  Graettinger,3  however,  has 
pointed  out  that  reduction  of  ventricular  rate 
by  30  beats  or  more  per  minute,  with  a re- 
sulting increase  in  stroke  volume,  is  as  likely 
a cause  of  improvement  in  output  as  the 
change  from  atrial  (fibrillation  to  normal  rhy- 
thm. He  believes  that  improved  ventricular 
function  is  a more  important  factor,  at  least 
in  certain  cases,  than  improved  atrial  function. 
Braunwald,10  too,  has  questioned  the  return 
of  effective  normal  atrial  systole  in  rheumatic 
heart  disease. 

The  available  signficant  data  from  cathe- 
terization studies  in  man  are  the  cardiac 
outputs,  both  at  rest  and  on  exertion,  mea- 
sured before  conversion,  immediately  after- 
ward, and  again  after  several  days.  These 
data  are  missing  from  many  reports  on  the 
results  of  countershock  conversion.  Left  atrial 
pressure  measurements  before  conversion,  im- 
mediately after  conversion,  and  especially 
some  days  later  (when  the  increased  cardiac 
output  is  usually  evident)  are  available  in 
only  a few  reports.  Available  findings  are  of 
particular  interest  to  clinicians  in  showing 
what  improvement  in  cardiac  output  may  be 
expected  from  cardioversion  in  (1)  asymp- 
tomatic or  “benign”  fibrillation,  (2)  rheuma- 
tic heart  disease,  (3)  non-valvular  and  ische- 
mic heart  disease. 

Asymptomatic  “Benign”  Fibrillation 

Although  Ferrer  and  Harvey11  find  reason 
to  recommend  conversion  of  atrial  fibrillation 
in  almost  all  circumstances,  there  is  little 
convincing  evidence  that  this  arrhythmia 
alone,  when  the  ventricular  rate  is  normal, 
imposes  any  considerable  burden  on  normal 
hearts.  Patients  with  apparently  structur- 
ally normal  hearts  have  been  reported  in 
congestive  failure  attributed  to  atrial  fibrilla- 
tion, but  nearly  all  such  patients  have  had 
rapid  ventricular  rates.12  The  rare  exceptions 
are  far  outweighed  by  the  number  of  instances 
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of  “benign  fibrillation”  in  which  cardiac  func- 
tion is  not  discernibly  affected.  Failure  of 
the  heart  with  atrial  fibrillation  but  no  other 
evident  abnormality  may  he  due  actually  to 
latent  rheumatic  heart  disease13-14  or  to  dor- 
mant myocardiopathies  (metabolic,  enzyma- 
tic, molecular  or  biochemical  defects)  not 
demonstrable  by  gross  or  ordinary  micro- 
scopic examination.14-15  The  biochemical  se- 
quence by  which  substrate  nutrient  material 
is  transformed  into  contraction  of  heart 
muscle  are  so  complex  that  heart  failure  in 
the  absence  of  obvious  valvular,  coronary 
arterial  or  myocardial  damage  might  well  be 
due  to  a breakdown  in  myocardial  metabo- 
lism. At  least  there  is  no  convincing  evidence 
that  a heart  with  atrial  fibrillation  which  fails 
when  the  ventricular  rate  is  normal,  IS  nor- 
mal. 

Hemodynamic  studies  in  apparently  normal 
animals  and  man  give  varying  results  and 
their  quantitative  significance  is  uncertain. 
On  inducing  atral  fibrillation  in  normal  dogs, 
Skinner  et  al16  found  that  the  mean  pressure 
in  the  left  atrium  increased  while  aortic  pres- 
sure and  flow  decreased  although  the  ventricu- 
lar rates  were  constant.  In  man,  also,  Graet- 
tinger3 found  the  mean  left  atrial  pressure 
higher  in  atrial  fibrillation  when  the  ventricu- 
lar rate  was  constant;  but  Baer,  Weglarz  and 
Killip,17  in  six  patients  with  benign  fibrilla- 
tion converted  to  normal  rhythm,  found  no 
change  in  cardiac  output,  ventricular  rate, 
stroke  volume  or  oxygen  consumption,  and 
concluded  there  had  been  no  benefit.  Oram18 
likewise  found  no  significant  improvement  in 
cardiac  output  following  conversion  of  “idio- 
pathic atrial  fibrillation.” 

In  general,  benefit  from  conversion  of  “be- 
nign fibrillation”  would  seem  questionable 
except  in  cases  of  intolerable  palpitation. 
Atrial  Fibrillation  In  Rheumatic  Heart  Disease 

In  patients  with  atrial  fibrillation  attributed 
to  rheumatic  heart  disease,  few  hemodynamic 
studies  immediately  following  conversion 
have  shown  a significant  increase  in  cardiac 
output.2-18-19  Baer,  Weglarz  and  Killip17  found 
an  increase  both  at  rest  and  on  exercise  on 
the  following  day  in  9 patients  with  mitral 
stenosis,  the  ventricular  rates  remaining  es- 
sentially the  same.  Graettinger3  in  16  pa- 


tients with  rheumatic  heart  disease  (of  whom 
12  had  had  mitral  valvotomy)  found  no  sig- 
nificant rise  immediately  following  conversion 
unless  there  had  been  a decrease  of  more 
than  30  beats  per  minute  in  the  ventricular 
rate;  in  one  of  these  patients  with  mitral 
stenosis,  catheter  study  11  months  after  con- 
version showed  no  increase  in  output  or  stroke 
volume.  In  another,  after  3 months,  there 
was  an  increase  of  output  to  normal  which 
Graettinger  attributed  to  “stroke  volume  in- 
crease without  any  rate  change.” 

Rodman2  in  3 patients  who  underwent 
conversion  after  mitral  valve  surgery,  found 
no  immediate  change  but  “a  striking  increase” 
after  7 days,  without  significant  change  in 
the  ventricular  rate.  Most  of  the  patients 
in  these  studies  had  had  corrective  mitral 
valve  operations.  Lown1  doubts  the  value  of 
converting  atrial  fibrillation  of  over  a year’s 
duration  in  rheumatic  heart  disease  without 
corrective  operation.  I have  observed  pa- 
tients over  age  70  in  this  condition  continue 
with  little  impairment  of  ordinary  activity 
through  such  ancillary  measures  as  sodium 
limitation  and  diuretic  and  anticoagulant 
therapy.  However,  if  congestive  heart  failure 
becomes  intractable  or  the  ventricular  rate 
uncontrollable,  an  attempt  at  conversion 
would  seem  well  justified  even  if  valvotomy 
is  contra-indicated  by  age  or  other  factors. 
Atrial  Fibrillation  In  Non-Valvular  Heart  Disease 
Some  would  convert  atrial  fibrillation  in 
all  young  or  middle-aged  patients,11-20  but  if 
the  ventricular  rate  is  easily  controlled  by 
digitalis  and  the  patient  is  capable  of  ordin- 
ary activities,  the  advantages  are  doubtful 
against  the  possible  failure  of  conversion  and 
the  task  of  maintaining  normal  rhythm.  Even 
in  most  elderly  ateriosclerotic  patients  with 
atrial  fibrillation  the  ventricular  rate  remains 
within  the  efficient  range  or  is  easily  con- 
trolled with  digitalis.  Many  patients  are 
asymptomatic  and  unaware  of  the  arrhy- 
thmia. These  general  observations  should  in 
no  way  discourage  the  careful  balancing  of 
possible  benefit  against  failure  in  the  individ- 
ual patient.  Certain  patients  undoubtedly 
will  benefit;  as  in  most  difficult  clinical  situ- 
ations the  judgment  of  the  physician  becomes 
the  paramount  factor. 
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Conversion  For  Prevention  Of  Thromboembolism 

Peripheral  or  pulmonary  embolism  thought 
to  originate  from  atrial  thrombi  is  believed 
to  be  an  imperative  indication  for  conversion. 
Hurst20  assumed  that  atrial  fibrillation  is  the 
cause  of  thrombosis;  but  except  in  the  case 
of  congestive  heart  failure  there  is  no  con- 
vincing evidence  that  the  arrhythmia  per  se 
contributes  to  atrial  thrombosis  or  that  con- 
version reduces  thrombosis  or  prevents  embo- 
lism. 

In  rheumatic  heart  disease,  although  atrial 
fibrillation  has  a statistically  valid  correlation 
with  left  atrial  thrombosis,  the  arrhythmia  is 
only  a mark  of  the  advanced  state  in  which 
atrial  dilation  causes  prolonged  stasis.  It  is 
this  stasis  that  gives  rise  to  thrombosis  in 
an  area  of  presumed  endothelial  damage. 
Congestive  heart  failure,  whether  due  to  rheu- 
matic valve  disease  or  other  condition,  may 
increase  stasis  in  either  atrium  and  thereby 
give  rises  to  thrombosis.  The  relief  of  con- 
gestion, not  the  correction  of  the  concomitant 
arrhythmia,  should  be  the  aim.21  In  the  ab- 
sence of  congestive  heart  failure,  long-term 
anticoagulant  therapy  is  considered  by  many 
to  be  the  more  rational  prophylaxis  against 
recurrence  of  embolism.  The  generally  ac- 
cepted indications  for  attempting  conversion 
at  present  would  seem  to  be  intractable  con- 
gestive heart  failure,  uncontrollable  ventricu- 
lar rate  or  intolerable  palpitation.  All  other 
indications  are  controversial.  Even  in  those 
patients  for  whom  the  procedure  is  indicated, 
the  degree  of  benefit,  if  any,  cannot  be  pre- 
dicted. 

Contraindications 

Lown1  believed  that  failure  to  restore  nor- 
mal rhythm  or  to  maintain  it  is  most  often 
due  to  inability  of  the  sinus  node  to  resume 
its  pacemaking  function.  The  sinus  node 
may  be  depressed  by  drugs,  inflammation,  in- 
filtration or  infarction.  Accordingly,  Lown 
did  not  recommend  an  attempt  at  conversion 
in  patients  with  uncorrected  mitral  stenosis 
or  insufficiency  who  have  had  atrial  fibrilla- 
tion for  more  than  a year,  and  in  those  with 
a giant  left  atrium  or  calcification.  In  the 
greatly  enlarged  atrium,  with  a capacity  of 
approximately  1-3  liters,  return  of  contraction 
can  hardly  be  considered  present  unless  dem- 


onstrated. In  some  patients  with  atrial  dila- 
tion, “a”  waves  have  been  observed  at  the 
time  of  improvement  of  cardiac  output  some 
time  after  conversion.21  One  might  assume 
that  the  contractility  and  elasticity  of  left 
atria  will  vary  with  the  degree  of  disease  and 
distention  of  the  atrial  walls.  Beyond  a cer- 
tain critical  degree  of  dilation  and  disease, 
return  of  effective  contraction  would  not  be 
expected  to  occur. 

Lown  believed  that  it  was  futile  to  attempt 
conversion  a second  time  if  atrial  fibrillation 
has  recurred  despite  adequate  maintenance 
of  quinidine.  Hurst20  warned  against  at- 
tempt conversion  in  patients  with  an  ex- 
tremely slow  ventricular  rate  who  are  not  on 
digitalis  therapy,  since  the  incidence  of  dis- 
ease of  the  sinus  and  A-V  node  is  high  in 
such  patients. 

Effect  Of  Digitalis  And  Quinidine 

Over-digitalization  may  account  for  failure 
of  the  sinus  pacemaker.  Pentridge  and  Hal- 
mos23  found  over-digitalization  in  15  to  18 
failures  at  conversion.  Digitalis-induced  ar- 
rhythmia treated  by  electric  countershock 
may  be  converted  into  fatal  ventricular  fi- 
brillation. 

Even  in  those  whose  digitalis  dosage  is  ap- 
parently safe,  as  evidenced  by  a well-con- 
trolled ventricular  rate  and  absence  of  toxicity 
symptoms,  Hurst20  withholds  the  drug  for  a 
day  or  two  before  attempting  conversion,  but 
prescribes  quinidine — 0.2  gm.  four  times  daily 
— for  two  days  previous.  Lown1  prescribes 
quinidine — 1.2  gm.  in  divided  doses — the  day 
before  attempting  conversion.  Since  this  is 
the  same  as  the  maintenance  dose,  there 
would  seem  to  be  no  reason  not  to  continue 
it  for  a longer  time  before  using  countershock 
in  the  hope  of  producing  conversion  by  this 
means  alone.  In  a few  cases  conversion  will 
result;  in  the  others,  the  patient’s  response 
to  and  tolerance  for  the  maintenance  dose 
will  become  evident  within  a week. 

Some  recent  editorials24  have  stated  that 
although  the  disappointing  results  of  electric 
countershock  do  not  discredit  the  procedure, 
they  do  demonstrate  the  need  for  more  care- 
ful selection.  A few  more  years  of  experience 
will  more  accurately  indicate  which  patients 
can  be  expected  to  benefit  by  it. 
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ON  THE  PROBLEMS  OF  ALCOHOLISM,  NARCOTIC  ADDICTION  AND  SEX  DEVIATION 


In  the  “Preliminary  and  Condensed  Re- 
port” of  the  Mental  Health  Planning  Project 
the  problem  of  alcoholism  is  extensively  dis- 
cussed. It  is  recognized  that  seminars,  work- 
shops, films,  lectures  and  other  educational 
means  should  be  used  to  attack  this  dilemma 
on  a broad  front.  A strong  treatment  and 
rehabilitation  program  at  the  Delaware  State 
Hospital  would  be  promoted,  including  coun- 
selling or  group  therapy  for  families  of  alco- 
holic patients.  An  outpatient  clinic  is  pro- 
posed and  a halfway  house  which  is  about  to 
be  established  would  serve  as  factors  also. 
The  report  suggests  group  therapy  for  the 
children  of  alcoholics. 

It  is  interesting  that  such  emphasis  has 
been  laid  upon  a problem  that  comes  re- 
peatedly to  the  attention  of  the  public  but 
little  emphasis  is  placed  on  problems  that 
are  less  publicized  but  fraught  with  implica- 
tions fully  as  broad  as  alcoholism  such  as 
narcotic  addiction  and  sex  deviation. 

Narcotic  addiction  comes  frequently  to  the 
attention  of  the  courts,  but  it  is  not  a matter 
for  the  courts  to  deal  with.  Volume  54  of 
the  Delaware  Laws,  Chapter  349  carries  the 
statement  “the  treatment  and  rehabilitation 
and  restoration  of  offenders  as  useful  law 
abiding  citizens  within  the  community”  is 
the  objective  of  the  legal  enactments.  As 
comforting  as  these  words  sound,  unless  the 
means  to  treat  and  rehabilitate  are  available 
the  offender  may  have  only  the  hopeless 
prospect  of  a prison  term. 


The  blue  print  for  alcoholics  opens  up 
broad  new  vistas  in  provision  for  those  suf- 
fering from  the  problems  mentioned  above. 
The  Federal  government,  at  Lexington,  Ken- 
tucky, has  provided  for  narcotic  addicts,  but 
the  results  of  this  program  if  statistics  are 
evidence,  have  not  been  encouraging.  The 
problem  with  the  sex  deviate  has  hardly 
been  faced. 

In  the  broad  program  that  the  Department 
of  Mental  Health  proposes,  offering  not  merely 
counsel  for  the  very  sick  incarcerated  in  State 
Hospital  but  assistance  and  education  through 
many  facets  of  the  public  there  seems  to  be 
hope.  The  individual  and  his  problem  still 
would  be  in  full  focus,  but  the  program  would 
promote  enduring  results  by  dealing  also 
with  others  who  might  be  affected  or  in- 
volved. 

It  does  seem  important  however  that  such 
matters  as  narcotic  addiction  be  taken  away 
from  the  courts  and  put  in  the  hands  of  the 
medical  profession  with  the  psychiatrists 
dealing  with  the  problem  when  needed,  if 
this  menace  is  to  be  effectively  removed.  It 
should  be  noted  that  the  present  legal  at- 
titude which  treats  illness  as  a crime  perpetu- 
ates the  problem.  It  is  in  this  atmosphere 
that  the  peddler  of  illegal  narcotics  prospers. 
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DELEGATES  REPORT— AMERICAN  ACADEMY  OF  GENERAL  PRACTICE 


The  seventeenth  annual  convention  of  the 
American  Aacademy  of  General  Practice  was 
held  from  May  7 to  14,  1965,  in  San  Fran- 
cisco, California. 

On  the  day  prior  to  the  opening  of  the 
Congress  of  Delegates,  there  was  a full  day 
session  of  the  National  Family  Health  Con- 
ference. Most  of  the  AAGP  delegates  were 
in  attendance,  many  medical  school  deans 
and  other  educators,  and  many  guests  heard 
from  several  fine  speakers  about  the  troubles 
in  the  medical  world  today.  The  most  im- 
portant problems  discussed  were:  (1)  having 
the  Family  Doctor  manage  the  entire  family 
health  program,  (2)  revision  of  the  Medical 
School  curriculum  to  facilitate  the  changes 
suggested  above,  and  (3)  modernizing  the 
General  Practitioner  — so  he  becomes  a 
specialist  in  Family  Medicine. 

The  sessions  of  the  Congress  of  Delegates 
lasted  two  and  one-half  days  and  covered 
many  interesting  items.  In  brief  summary 
they  are: 

1.  Board  Certification — In  a complete  re- 
versal of  the  last  few  years’  feelings,  most 
everyone  seemed  quite  anxious  to  get 
started  on  formal  setup  for  board  certi- 
fication. I feel  that  it  is  not  so  much 
having  that  little  paper  on  the  office  wall 
that  is  so  important,  but  the  fact  that 
this  change  may  eventually  do  away  with 
internships  as  we  know  them  today,  and 
require  three  years  of  supervised  hospital 
and  preceptorship  training  after  gradua- 
tion from  Medical  School.  This  much 
training  is  now  required  to  learn  the 
medicine  necessary  to  cope  with  today’s 
advances  in  medical  science,  and  properly 
utilize  that  vast  knowledge  in  the  prac- 
tice of  the  new  concept  of  Family  Medi- 
cine. It  should  also  be  pointed  out  that 
no  grandfather  clause  will  be  available 


to  include  all  the  present  AAGP  members 
in  the  new  proposed  board  certified  group 
— some  kind  of  testing  procedure  will  be 
set  up  to  allow  the  present  members  to 
qualify  for  membership  in  the  new  or- 
ganization. 

2.  There  was  a revision  again  of  the  educa- 
tional requirements  needed  for  recertifi- 
cation of  all  members  every  three  years. 
The  plan  in  effect  prior  to  this  meeting 
in  San  Francisco,  allowed  all  members 
to  acquire  their  150  hours  almost  at  their 
own  discretion,  so  long  as  the  education 
came  under  the  broad  AAGP  program 
coverage.  Several  States  felt  that  this 
removal  from  Medical  School  cosponsor- 
ship of  at  least  50  hours  of  credit  was 
detrimental  to  our  future  educational 
demands,  and  the  Board  of  Directors  was 
again  directed  to  restudy  the  matter,  and 
the  requirements  reverted  back  to  the 
old  schedule,  i.e.  Category  I and  II  with- 
out using  those  titles  for  them. 

3.  The  Delaware  proposal  to  admit  DO’s  to 
state  membership  was  rejected  until  local 
difficulties  concerning  County  Medical 
Society  membership  and  AMA  member- 
ship could  be  ironed  out,  since  this  is 
contrary  to  the  present  AAGP  constitu- 
tion and  by-laws. 

Your  two  delegates  were  very  honored  to 
have  an  active  part  in  the  running  of  the 
Congress  and  we  feel  that  we  both  learned 
and  accomplished  much  in  the  political  action 
of  a huge  medical  organization.  The  AAGP 
is  a powerful  organization,  dedicated  to  the 
continuing  well  being  of  the  American  public, 
through  the  capable  hands  of  the  Family 
Physician. 

Respectfully  submitted 
D.  W.  MacKelcan.  M.D. 

H.  F.  Wendel,  M.D. 
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Pap  Smear  Cancer 
Detection  Project 

Letters  were  sent  to  general  practitioners  by  Marojrie  E.  Conrad,  M.D., 
asking  them  to  participate  in  the  DAGP’s  Cancer  Detection  Program 
Project  by  sending  in  reports  of  all  “pap”  smears  taken  in  their  offices. 
The  first  report  shows  that  24  doctors  agreed  to  participate.  Eight  have 
actively  responded  by  sending  in  reports.  Results  from  March  15  to 
April  30th  are  as  follows:  195  Pap  smears,  total;  of  these  51  were  first 
smears  and  144  patients  had  been  previously  tested.  This  project  is  to 
see  that  all  women  have  the  benefit  of  Pap  smears  in  their  family  doctor’s 
office  regularly. 

Extended  Home 
Nursing  Care 

The  geographic  limit  of  services  offered  hv  the  Visiting  Nurse  Association 
of  Wilmington  has  been  extended  to  the  Chesapeake-Delaware  Canal,  as 
of  April  1,  1965.  Home  nursing  care  and  physical  therapy  will  now  be 
offered  to  residents  in  the  vicinity  of  Delaware  City  and  St.  Georges. 

Course  Offered 

Current  Concepts  of  Thyroid  Disease  is  the  second  programmed  instruc- 
tion course  made  available  to  the  medical  profession  by  Pfizer  Labora- 
tories. The  response  to  its  first  course,  Allergy  and  Hypersensitivity, 
stimulated  the  planning  of  this  present  course  and  others  now  being 
developed.  Although  the  allergy  course  was  designed  primarily  for  use 
as  postgraduate  material  for  general  practitioners,  it  is  being  used  now 
as  either  a required  or  adjunctive  text  in  more  than  two-thirds  of  all 
medical  schools  in  the  U.S.  For  further  details  write  to  Spectrum,  Pfizer 
Laboratories,  235  East  42nd  Street,  New  York  17. 

Calcium  Deposits 
In  Coronary 
Arteries 

A radiological  method  of  detecting  calcum  deposits  in  the  coronary 
arteries  of  persons  over  50  years  of  age  offers  hope  of  being  the  most 
accurate  method  of  pin-pointing  potential  heart  attack  victims,  a Scot- 
tish radiologist  reports  in  the  March  5 issue  of  Medical  World  News.  He 
states  that  as  little  as  0.5  cm. -long  calcium  deposits  in  a man  in  his  30’s 
or  40’s  indicates  advanced  coronary  artery  disease.  Schering  Bulletin. 

Amphetamine 
Waves  A Danger 
Signal 

Amphetamine,  widely  used  as  an  appetite  suppressent,  is  a fat  mobilizing 
agent  and  could  be  harmful  to  patients  predisposed  to  atherosclerosis.  It 
may  mobilize  fat  from  adipose  tissue,  influence  appetite  and  thus  account 
for  some  weight  loss,  but  the  possibility  of  accelerated  blood  clotting  and 
the  deposition  of  free  fatty  acids  into  adipose  tissue  must  be  considered. 
Medical  World  News,  February  25,  1965. 

Antibiotic  Chart 
Available 

A reference  wall  chart  correlating  the  spectra  of  50  antibiotics  in  chemo- 
therapeutic agents  with  135  bacteria,  molds,  rickettsia,  and  viruses  is  now 
available  by  writing  to:  Ankh  Laboratories,  Inc.,  Department  B,  Fair- 
born, Ohio  45324.  The  wall  chart  measures  18  x 24  inches  and  is  for 
physicians  interested  in  doing  antibiotic  sensitivity  in  the  office  and  the 
small  hospital  laboratory.  A charge  of  25c  covers  handling  and  mailing. 
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In  The  News 

The  Veterans  Administration  Hospital  of  Wilmington  was  one  of  the 
eight  hospitals  taking  first  place  awards  in  the  1964  Hospital  Safety 
Contest  . . . James  Flaherty,  M.D.,  has  been  appointed  to  the  Standing 
Committee  on  Private  Practice  of  the  American  Psychiatric  Association 
. . . William  H.  Duncan,  M.D.,  addressed  the  Wilmington  Lions  Club 
recently  on  the  availability  of  emergency  medical  care  in  New  Castle 
County  ... 

Health  Insurance 
Notes 

• Health  Insurance  coverage  for  persons  with  epilepsy  is  due  for  im- 
provement, says  the  Epilepsy  Foundation.  In  the  meantime,  while  this 
is  in  the  experimental  stage,  the  Foundation  is  urging  persons  who  can 
obtain  group  life  or  health  insurance  to  do  so,  in  the  event  that  it  can 
be  converted  to  epilepsy  insurance. 

• All  states  topped  the  ten  percent  increase  mark  for  health  insurance 
benefits  during  1964.  Delaware  showed  an  increase  of  13.9%.  Health 
Insurance  News. 

Doctor’s 
House  Call 

Member  speakers  on  the  radio  program  sponsored  by  the  Medical  Society 
of  Delaware  (Tuesday,  11:05  a.m.  on  WDEL)  for  the  month  of  May  are: 
Leslie  W.  Whitney,  M.D. — Breast  Cancer;  Mr.  Richard  Griffith,  Adminis- 
trator of  Delaware  Hospital — National  Hospital  Week;  George  E. 
Voegele,  M.D. — Depressions;  Elmer  F.  Fantazier,  M.D. — Poison  Control. 

Space  Drugs 

Six  types  of  drugs  were  aboard  the  Gemini  space  craft:  Anodyne,  anal- 
gesic, antiemetic,  analeptic,  antibiotic  and  antimalarial.  Drugs  were 
administered  in  flight  only  on  orders  of  a ground  flight  surgeon.  They 
could  be  administered  either  by  mouth  or  by  automatic  injection  in  the 
leg  through  the  space  suit.  All  were  contained  in  both  in-flight  and 
survival  kits — except  the  anti-malarial — available  only  in  the  survival 
kit.  The  spacecraft  also  carried  water  purification  tablets. 

AEC  Notice 

The  Atomic  Energy  Commission  will  increase  prices  of  52  radioisotopes 
and  will  reduce  prices  of  eight  others,  effective  May  1.  Some  of  the  used 
radioisotopes  for  which  prices  will  increase  are:  krypton,  iodine,  gold, 
phosphorous,  calcium  and  strontium.  Carbon  is  one  of  those  for  which 
prices  will  be  decreased.  The  price  for  cyclotron  irradiation  service  will 
be  increased  from  $90  to  $140  per  hour. 

Brief  Briefs 

• The  Academy  of  Psychosomatic  Medicine  announces  the  Annual  Gold 
Medal  Award  contest  for  the  best  paper  on  a clinical  or  research  subject 
in  psychosomatic  medicine.  Deadline  for  submission  of  manuscripts  is 
July  1,  1965.  For  full  particulars  write  to:  Benjamin  Schneider,  M.D., 
123  E.  Market  St.,  Danville,  Pa. 

• The  American  Academy  of  Pediatrics  has  urged  its  8,500  members  to 
join  “in  every  effort  to  discourage  acquisition  of  the  habit  of  cigarette 
smoking  during  childhood  and  adolescence.”  It  asked  members  to  take 
leadership  in  school  and  community  programs  on  this  subject,  and  to 
counsel  parents  and  children  in  families  he  serves,  where  his  advice  may 
be  more  readily  accepted  than  that  of  any  other  individual. 
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THE  ROLE  OF  ULCER  CLUBS 

(Continued  from  Page  115) 

Since  it  is  now  possible  to  predict  the  ulcer- 
prone,  an  interesting  question  arises:  dare  we 
think  in  terms  of  ulcer  prevention?  Will  an 
early  program  (in  the  ulcer-prone)  of  educa- 
tion, indoctrination,  with  therapy — decrease 
drastically  the  ulcer  recurrence  and  complica- 
tion rates?12 

The  public  desires  a magic  charm  to  cure 
its  ills — is  the  establishment  of  community 
ulcer  clubs  the  magic  charm?  Can  anyone 
doubt  the  value  of  ulcer  clubs — to  educate 
and  guide  both  the  ulcerated  and  the  ulcer- 
prone?  For  example,  club  speakers  could 
tell  teen-agers  that  by  skipping  their  break- 
fasts they  are  seeking  an  ulcer.  Or,  they 
could  rightly  suggest  that  a breakfast  of 
coffee  and  doughnuts  is  more  terrifying  than 
the  radio-activity  released  from  a hydrogen 


bomb!  Among  other  things,  they  could  ad- 
vise parents  that  unchecked  anxiety  and  ap- 
prehension in  their  young  may  induce  adjust- 
ment and  behaviorial  disorders — but  it  is  also 
the  road  that  may  lead  to  a peptic  ulcer. 

Moreover,  with  the  benevolence  of  ulcer 
clubs,  and  with  perhaps  the  guidance  of  the 
United  State  Public  Health  Service — gastro- 
enterologists, research  physicians,  and  statis- 
ticians; with  the  help  of  computers  may  well 
establish  procedures  that  will  enable  physi- 
cians to  determine  the  ulcer  status  of  patients 
easily,  in  the  course  of  office  check-ups.  And 
is  it  elusive  to  hope  that  this  investigation 
will  cast  a new  light  on  the  whole  ulcer 
problem:  not  only  predictability  and  prevent- 
ability;  but  on  development,  incidence,  and 
perhaps  permanent  curative  therapy  for  the 
existing  chronic  duodenal  ulcer. 

References  will  be  supplied  by  the  Journal  on  request. 


SOME  PSYCHIATRIC  CONSIDERATION  ON  THE 
MANAGEMENT  OF  PAIN 

(Continued  from  Page  117) 

part  of  the  conversion  reaction  but,  has  a 
definite  organic  etiology.  The  affect  avoided 
in  conversion  reaction  by  repression  is 
anxiety.  The  source  of  anxiety  is  the  result 
of  fantasies,  associated  with  the  early  psycho- 
sexual  development,  which  have  been  reac- 
tivated by  a current  precipitating  experience 
symbolic  of  the  repressed  conflict.  The  sexual 
life  of  a sufferer  is  invariably  in  disorder  if 
examined  psychiatrically. 

In  the  examination,  the  patient  is  usually 
affable  and  welcomes  repeated  examinations. 
He  is  suggestable  and  can  be  tricked  to  make 
small  changes  in  his  symptoms.  There  is  an 
air  of  unconcern  in  the  face  of  an  apparent 
severe  disorder  (La  Belle  Indifference).  The 
symptoms  often  have  an  area  distribution 
correlating  with  primitive  concepts  of  the 
peripheral  nervous  system.  Treatment  of 


conversion  reaction  usually  requires  a knowl- 
edgeable psychiatric  approach  via  psycho- 
therapy; for  if  pain  is  a symptom,  analgesics 
will  be  relatively  ineffective.  Physical  treat- 
ment approaches  would  be  only  slightly  more 
effective.  It  is  important  that  treatment  be 
instigated  early  to  avoid  the  complications  of 
secondary  gains,  or  in  some  cases  irreversible 
organic  pathology. 

Summary 

Pain  has  been  considered  from  a psychia- 
tric viewpoint  in  phenomena,  such  as  malin- 
gering, psychophysiological  reactions  and  con- 
version reactions.  These  have  been  treated 
as  separate  entities.  In  reality,  they  most 
often  exist  in  varying  combinations.  It  is 
hoped  that  by  considering  the  characteristics 
listed,  a positive  psychiatric  diagnosis  may 
be  made  of  the  symptoms  of  pain,  rather  than 
relying  solely  on  exclusion  of  organic  findings 
and  inferring  a psychiatric  disorder. 


References  will  be  supplied  by  the  Journal  on  request. 
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PROFILE  OF  MRS.  WILLIAM  H.  EVANS, 
PRESIDENT  OF  THE  NATIONAL  AUXILIARY 

Mrs.  Evans,  an  Auxiliary  member  for  20 
years,  has  served  her  county  and  state  aux- 
iliaries in  many  capacities.  She  was  presi- 
dent of  the  Ohio  State  Auxiliary  in  1956- 
1957.  On  the  national  level,  she  served  on 
the  Resolution  Committee  in  1957,  as  Re- 
gional Vice  President,  1957-58,  as  Director 
for  two  years,  1958-60,  and  as  Constitutional 
Secretary  for  two  years,  1961-63. 

Dena  Frederick  Evans  is  a native  of 
Youngstown,  Ohio  and  before  her  marriage 
in  1942  to  Dr.  Evans,  an  opthalmologist  and 
otolaryngologist,  she  was  employed  as  an  office 
manager,  buyer  and  jewelry  resigner.  She 
studied  at  Case  School  of  Applied  Science, 
University  of  California,  and  the  American 
Gemological  Institute.  She  has  retained  her 
interest  in  gemology,  and  in  1955,  designed 
the  first  pin  for  past  presidents  for  the  Ohio 
Auxiliary  and  later  another  pin  to  be  used 
by  the  past  presidents  of  all  county  auxiliaries 
in  her  state. 

During  World  War  II,  while  her  husband 
was  on  duty  in  the  Pacific,  Mrs.  Evans  volun- 
teered her  services  to  the  American  Red  Cross 
in  San  Francisco  and  to  the  War  Information 
Center  of  the  San  Francisco  War  Council. 

She  served  in  an  official  capacity,  as  a volun- 
teer for  the  American  Women’s  Volunteer 
Service,  and  as  vice  chairman  of  the  admis- 
sion department  in  charge  of  volunteer  per- 
sonnel of  the  Stage  Door  Canteen,  sponsored 
by  the  American  Theater  Wing.  During  the 
last  year  of  the  war,  she  served  as  a volunteer 
in  the  Norfolk,  Virginia,  Chapter  of  the 
American  Red  Cross. 

For  several  years  after  her  return  to 
Youngstown,  she  took  case  histories  in  the 
out-patient  department  of  the  Woodside  Re- 
ceiving Hospital,  a project  sponsored  by  her 
county  auxiliary.  Mrs.  Evans  became  Re- 
cruitment Chairman  for  donors  in  the  Red 
Cross  Blood  Program  while  it  was  active  in 
Youngstown.  She  is  also  a member  of  the 


Board  of  Directors  of  the  Mahoning  County 
Chapter,  American  Red  Cross.  During  the 
past  year,  she  was  a member  of  the  standing 
committee  on  Traffic  Court  Programs — Ameri- 
can Bar  Association. 

She  is  the  recipient  of  recognition  from 
Governor  James  A.  Rhodes;  Anthony  B. 
Flack,  Mayor  of  Youngstown;  “WKBN 
Broadcasting  Corporation  Certificate  of  Merit 
Award”  in  appreciation  of  her  interest  and 
efforts  in  behalf  of  her  community;  and  a 
“Special  Recognition  Award”  by  the  Youngs- 
town Area  Chamber  of  Commerce  for  import- 
ant community  contributions.  Recently,  she 
was  honored  by  the  Sixth  District  of  the 
Ohio  State  Medical  Association  with  an  ap- 
propriate engraved  plaque  and  a life  mem- 
bership in  the  Auxiliary  of  her  County  Medi- 
cal Society.  Mrs.  Evans’s  activities  have 
been  the  subject  of  editorials  and  special 
articles  in  the  Youngstown  daily  press,  the 
Ohio  State  Medical  Journal  and  the  Bulletin 
of  the  Mahoning  County  Medical  Society  and 
has  been  an  honored  guest  of  both  the  Youngs- 
town Rotary  Club  and  the  Federated  Wom- 
en’s Club  of  Youngstown. 

She  is  a life  member  of  the  Friends  of 
American  Art,  Butler  Art  Museum,  and  the 
Foundation  of  the  New  York  Eye  and  Ear 
Infirmary,  New  York  City.  She  is  also  a 
member  of  the  Women’s  Auxiliary  to  the 
American  College  of  Allergists  and  a Char- 
ter member  of  the  hospital  guild. 

Mrs.  Evans  has  continued  her  interest  in 
gemology  and  the  activities  of  her  investment 
club.  She  delights  in  entertaining  her  friends, 
is  a serious  and  energetic  golfer  and  enjoys 
accompanying  her  husband  on  his  trips  in 
the  interests  of  medicine. 
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PERFORATION  OF  INFARCTED 
INTERVENTRICULAR  SEPTUM 


• Perforation  of  the  anterior  ventricular  septum  is  a 
dramatic  complication  of  myocardial  infarction  which 
should  be  watched  for,  particularly  in  view  of  the 
opportunity  for  a surgical  correction  in  selected  cases. 


Perforation  of  the  interventricular  septum 
is  an  uncommon  complication  of  myocardial 
infarction,  occurring  in  approximately  .9% 
to  1.6%  of  all  infarctions J The  first  post- 
mortem diagnosis  was  made  in  1845  by  La- 
tham2 as  quoted  by  Sager.  However,  the  first 
ante-mortem  diagnosis  was  entertained  by 
Brunn 3 in  1923.  Sager4  reported  18  cases  in 
the  survey  of  the  literature  in  1934,  the  Ed- 
monson and  Hoxie 5 reported  72  cases  of 
cardiac  rupture  in  1942,  in  which  13  cases 
showed  septal  rupture.  Weber6  listed  17  more 
cases  in  1943.  The  first  attempt  at  surgical 
correction  of  this  acquired  defect  was  made 
by  Colley 1 in  1957.  Recently,  Bressie  et  al8 
reported  a successful  repair  of  septal  rupture 
following  infarction  in  1962 , and  the  patient 
survived  eight  months  after  surgery,  and  14 
months  after  the  infarction. 

The  purpose  of  this  paper  is  to  report  an- 
other case  of  interventricuar  rupture  follow- 
ing myocardial  infarction,  in  which  the  ante- 
mortem diagnosis  was  confirmed  by  autopsy 
findings. 

From  the  Departments  of  Medicine  and  Cardiology,  Wilmington 
General  Hospital.  Dr.  Amini  is  a Medical  Resident;  Dr.  Hall  is  on 
the  Courtesy  Staff  and  Dr.  Durham  is  Senior  Attending  physician  in 
Medicine  and  Cardiology. 


Manouchehr  Amini,  M.D. 

W.  Thomas  Hall,  M.D. 

J.  Richard  Durham,  M.D. 

Case  Report 

A 57-year  old  white  man  was  admitted  to 
the  Wilmington  General  Hospital  on  7-12-64, 
for  frequency  of  urination  and  nocturia  of 
several  years’  duration.  His  past  history  was 
negative,  and  physical  examination  in  per- 
tinent part  revealed  normal  heart  sounds  with 
sinus  rhythm,  no  murmurs  and  no  evidence  of 
decompensation.  Rectal  examination  revealed 
an  enlarged  soft  prostate. 

Laboratory  work  revealed  a normal  hemo- 
gram except  that  moderate  polycythemia  was 
noted  with  a hematocrit  of  52%  and  a hemo- 
globin of  17.1  grams.  BUN  was  reported  as 
18  mgm.%,  and  random  urinalysis  was  within 
normal  limits.  Chest  x-ray  and  electrocardio- 
gram, accomplished  shortly  before  admission, 
were  reported  within  normal  limits. 

On  July  6,  1964,  a transurethral  prostatec- 
tomy was  accomplished  with  a tissue  diagnosis 
of  benign  prostatic  hypertrophy.  Four  days 
post-operatively,  the  patient  became  suddenly 
dyspneic  and  complained  of  severe  precordial 
pain.  An  electrocardiogram  at  that  time 
revealed  definite  evidence  of  an  antero-septal 
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infarction,  acute.  Pain  continued  until  the 
date  of  death  on  7-29-64.  On  the  day  prior 
to  death — or  eight  days  after  the  diagnosis 
of  this  infarction — he  developed  a loud,  harsh 
systolic  murmur,  heard  best  along  the  left 
parasternal  line.  No  diastolic  murmur  was 
heard.  The  patient  showed  evidence  of  rales 
in  the  lung  bases  and  enlargement  of  the 
liver.  This  patient  was  not  anticoagulated. 

( See  Figure  1) 

Autopsy  on  the  day  of  death  revealed  a 
fresh  myocardial  infarction  involving  the  an- 
terior portion  of  the  septum  with  a rupture 
of  the  septum  measuring  two  cm.  A large 
mural  thrombus  was  located  in  the  site  of  the 
rupture. 

Comment 

The  development  of  this  unusual  but  dra- 
matic complication  of  myocardial  infarction 
is  indicated  by  the  loud,  harsh  systolic  mur- 
mur previously  not  present.  Often  a thrill 
is  palpable  in  the  same  area,  and  evidence  of 
right  ventricular  failure  is  noted  by  dyspnea, 
rales  and  hepatomegaly. 

The  differentiation  between  a septal  rupture 
and  a rupture  of  the  papillary  muscle  is  aided 
by  the  bizarre  character  of  the  murmur  in 
the  latter,  plus  the  presence  of  a diastolic 
component.  With  papillary  muscle  rupture, 
a thrill  is  not  detected.9  Included  in  the  dif- 
ferential diagnosis  would  be  the  occurrence 
of  a late  pericardial  friction  rub;  however,  no 
difficulty  is  usually  experienced  in  diagnosing 
this  condition. 

The  importance  of  making  this  diagnosis 
is  the  necessity  for  immediate  treatment  for 
cardiac  decompensation  with  the  hope  that 
the  patient  will  survive  the  acute  phase  of  the 
rupture.  In  the  cases  in  which  surgery  has 
been  performed,  pre-operative  diagnosis  has 
been  confirmed  by  catheter  study.  Shickman 
et  al10  reported  one  case  coming  to  surgery 
in  1959.  Although  this  patient  tolerated  the 
surgery  fairly  well,  he  expired  on  the  seventh 
post-operative  day  from  a fresh  infarction  in 
the  anteroseptal  region.  Bressie  reported  a 
case  in  !962  in  which  the  patient  made  an 
asymptomatic  recovery  and  was  well  some 
fourteen  months  after  the  original  infarction. 


Figure  1 

In  a review  of  ninety-one  published  cases 
by  Sanders,11  survival  was  grouped  into  three 
categories:  those  who  died  less  than  one  week 
(54%);  those  who  survived  from  one  week  to 
two  months  (33%);  and  those  who  survived 
from  two  months  to  several  years  (13%). 
Only  those  in  the  last  group  would  be  con- 
sidered candidates  for  surgery. 

Examination  of  the  septal  perforation  has 
indicated  that  these  lesions  may  be  single  or 
multiple  and  that  they  usually  occur  in  the 
apical  or  central  portion  of  the  muscular 
septum,  adjacent  to  one  of  the  free  ventricu- 
lar walls.  The  size  of  the  perforation  varies 
from  a few  mm.  to  3 cm.  in  diameter,  the 
average  diameter  being  about  1 cm. 

Surgical  procedure  necessarily  involves  open 
cardiotomy  with  use  of  cardio-pulmonary 
by-pass. 


Summary 

I 

We  have  reported  a case  of  rupture  of  the 
interventricular  septum  after  myocardial  in- 
farction in  which  the  ante-mortem  diagnosis 
was  confirmed  by  autopsy.  The  importance 
of  recognizing  this  complication  is  stressed 
because  of  the  rigorous  treatment  required 
and  if  recovery  from  the  infarction  can  be 
achieved  surgery  has  a great  deal  to  offer. 

References  will  be  supplied  by  the  Journal  on  request. 
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OF  THINGS  PSYCHOLOGICAL 


• • • 


• A presentation  of  psychological  services  offered 
by  the  State  Board  of  Health,  their  purpose  and 
availability  in  consultation,  counseling,  and  in- 
dividual evaluation. 


This  article  is  a statement  of  a number  of 
ways  in  which  the  psychological  services  of 
the  State  Board  of  Health  can  be  used,  not 
only  by  its  own  staff,  but  by  appropriate  in- 
dividuals and  agencies  who  might  make  refer- 
rals to  this  service.  Whenever  psychological 
service  is  thought  of,  tests  are  perhaps  the  first 
thing  that  is  mentioned.  Following  examina- 
tion, if  further  service  is  indicated — such  as 
counseling  and  guidance  for  parents  or  relative 
short-term  psychological  treatment  for  the 
child — it  is  available.  At  the  same  time,  con- 
sultation is  offered  to  staff  or  to  the  person 
making  the  referral  regarding  the  recommen- 
dations and  ways  to  deal  with  the  problems 
that  are  presented.  A home  service  is  available 
for  training  the  child  and  helping  the  mother 
understand  child  development  problems.  Ul- 
timately, discussion  and  consultation  is  avail- 
able to  any  interested  person  or  agency  with 
regard  to  all  of  the  services  offered  in  those 
areas  generally  associated  with  mental  health. 

Point  of  View 

It  might  be  asked,  “What  is  the  merit  of 
offering  the  particular  service?”  Hopefully, 
psychologists  have  something  specific  to  offer 
or  else  there  would  be  little  reason  to  add  an- 
other person  to  the  variety  of  professional 
workers  that  children  and  their  parents  are 
called  upon  to  see.  Perhaps  the  most  import- 
ant consideration  to  think  of  is  the  point  of 
view  that  the  psychologist  brings  to  consider- 
ation of  the  child  and  his  problems.  The 
psychologist  is  a student  of  behavior.  His 
training  and  experience  is  concerned  with  an 
objective  study  of  what  an  individual  is  doing, 


Dr.  Stonesifer  is  Director  of  Psychological  Services,  Delaware 
Board  of  Health. 


Fred  A.  Stonesifer,  Ph.D. 

how  he  does  it,  why  he  does  it,  what  meaning 
it  has  for  him,  how  any  changes  can  be 
brought  about,  and  finally  how  to  predict  all 
of  this.  What  has  just  been  said  might  be  all 
brought  together  under  the  heading  of  apply- 
ing the  scientific  method  to  the  study  of 
behavior.  This  would  involve  description  of 
the  behavior  under  consideration,  an  explan- 
ation of  how  and  why  this  is  occurring,  and 
some  predictions  as  to  future  development. 

All  of  the  above  is  a big  order  and  it  is  not 
possible  in  each  case  to  study  as  thoroughly 
and  in  such  detail  as  has  been  indicated. 
While  it  is  possible  to  make  such  objective 
studies  in  the  laboratory,  in  the  clinic,  school, 
hospital,  office,  and  home,  it  is  not  possible 
to  be  so  completely  objective  and  to  control 
conditions  so  rigidly.  In  the  applied  field  one 
must  suit  his  methods  and  techniques  to  the 
conditions  that  are  at  hand.  This  has  par- 
ticular meaning  when  children  are  seen  for 
study  with  limited  amounts  of  information 
available.  It  is  not  at  all  infrequent  to  think 
of  an  examination  with  a child  in  the  same 
manner  as  used  by  the  hunter  who  aims  his 
gun  at  the  sky,  pulls  the  trigger,  and  hopes 
maybe  to  hit  a bird.  This  “shotgun”  tech- 
nique might  be  used  to  examine  a child,  not 
for  specified  reasons,  but  in  the  hope  that 
something  might  turn  up  which  is  not  thought 
of  at  the  present  time.  Of  course  this  hap- 
pens at  times,  but  everyone’s  time  would  be 
much  better  served  if  some  planning  had  gone 
into  the  referral.  Then  the  examination,  the 
evaluation  of  the  data,  and  the  determination 
of  a program  to  be  carried  out  later  would  be 
much  more  effective. 

All  this  is  by  way  of  calling  attention  to 
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the  need  for  specific  reasons  for  making  a 
referral.  If  the  examiner  is  asked  to  look  for 
certain  conditions  or  to  rule  out  others,  or  to 
evaluate  certain  performances  of  the  young- 
ster, he  can  proceed  to  his  task  in  a much 
surer  way.  When  specific  questions  are  asked, 
hopefully,  specific  answers  can  be  given.  This 
does  not  mean  that  the  examiner  should  seek 
only  for  a particular  kind  of  disability  or  mal- 
function. He  certainly  should  call  attention 
to  any  possible  areas  that  would  involve  the 
reasons  for  the  referral  or  the  adjustment  or 
maladjustment  of  the  child.  However,  there 
is  no  point  in  calling  attention  to  something 
that  is  already  well-established  before  the 
examiner  gets  to  the  child. 

Psychological  services  in  the  State  Board 
of  Health  are  intended  primarily  to  deal  with 
children  at  the  preschool  level.  When  a young- 
ster is  already  served  by  a program,  whether 
it  be  the  school,  clinic,  or  some  other  com- 
munity agency,  there  seems  to  be  little  reason 
to  have  another  agency  intervene  unless  some 
distinctive  service  is  requested  and  available. 
Our  programs  are  intended  to  identify  as 
early  as  possible,  those  children  who  have 
physical  or  mental  handicaps  so  that  some 
appropriate  treatment  can  be  begun  as  soon 
as  possible.  This  attempt  at  early  case  find- 
ing is  concerned  with  a recognition  of  the 
child’s  potentials  and  abilities  so  that  he  can 
be  helped  to  develop  to  the  fullest  extent 
possible. 

By  the  time  he  reaches  school  age,  some 
appropriate  recommendations  can  be  made 
as  to  kind  of  program  that  the  child  seems 
to  be  best  fitted  to  undertake.  During  these 
preschool  years,  his  family  can  be  helped  to 
understand  him  and  to  help  him  find  a place 
in  the  home  and  community  with  due  regard 
for  the  kind  of  disability  the  youngster  has. 
The  ultimate  goal,  of  course,  is  to  have  him 
take  whatever  place  in  the  community  he  is 
capable  of  managing  when  he  reaches  matur- 
ity. In  many  instances  this  would  happen 
without  intervention  of  an  agency  such  as 
this  particular  one.  On  the  other  hand,  there 
are  instances  where  parents  are  at  a complete 
loss  to  know  how  to  deal  with  any  of  a variety 
of  handicapping  conditions  which  may  or  may 


not  seem  particularly  serious  to  the  observer. 
It  must  be  kept  in  mind  that  the  important 
thing  is  not  how  disabling  the  condition  is, 
but  how  disabling  is  it  to  the  patient  and 
especially  to  his  parents  who  have  immediate 
supervision  and  direction  of  his  life  for  many 
years  to  come. 

Counseling  Service 

Work  in  this  area  generally  follows  psycho- 
logical study.  What  is  intended  mainly  is  to 
help  parents  deal  with  problems  that  may  be 
known  perhaps  before  psychological  study  is 
undertaken.  The  important  thing  here  is 
how  to  get  this  parent  to  consider  and  deal 
with  the  difficulties  that  are  identified.  When 
such  problems  are  evident  and  the  parent 
agrees  that  he  would  like  to  talk  further  about 
the  youngster’s  difficulties,  his  own  difficul- 
ties, or  ways  to  deal  with  problems  both  are 
having,  arrangements  can  be  made  to  see  the 
parent  on  a weekly  basis.  Generally,  a mini- 
mum number  of  such  interviews  might  be 
carried  out.  Possibly  three  to  four  would 
be  an  average  number.  On  occasions  it  may 
be  necessary  to  carry  on  for  a longer  period 
of  time.  However,  if  a problem  is  regarded  as 
particularly  serious  and  involving  a consider- 
able length  of  time  and  might  necessitate  a 
marked  change  in  parental  attitudes,  thinking 
and  habits,  such  a parent  would  be  referred 
to  some  appropriate  outside  agency.  Counsel- 
ing service  offered  in  this  office  is  not  intended 
to  deal  with  long-term  problems  whose  serious- 
ness might  involve  rather  profound  changes 
in  the  individual  or  home  situation. 

It  is  somewhat  surprising  at  times  how  ade- 
quate parents  really  are  in  dealing  with  their 
children.  They  may  need  just  a little  bit  of 
information,  and  having  gotten  it  may  be 
quite  able  to  carry  on  with  a minimum  of 
outside  help.  Frequently  mothers  get  into 
difficulties  with  training  a child  due  to  the 
strong  influence  of  an  in-law,  a neighbor,  or 
some  other  well-meaning  person  who  has  im- 
posed her  views  on  those  of  the  mother. 
Against  her  own  better  judgment,  the  mother 
gives  up  her  own  thinking  about  her  child 
and  ways  to  deal  with  him  in  preference  to 
advice  of  someone  less  informed  than  herself. 
Then,  too,  it  often  happens  that  the  parent 
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has  misinformation.  Several  interviews  deal- 
ing with  factual  material  often  serves  to  clarify 
the  issue  and  to  direct  the  parent  along  lines 
that  she  is  perfectly  capable  of  following. 

A more  difficult  situation  to  deal  with  are 
those  instances  where  guilt  and  fears  are  in- 
volved, not  particularly  related  to  specific 
events,  but  regarded  as  punishment  or  calami- 
tous because  of  having  a child  with  some  kind 
of  defect.  Since  these  situations  involve 
“right”  and  “wrong”  for  the  parent  and 
probably  are  based  upon  morality,  religion, 
and  other  cultural  bases,  somewhat  more  in- 
volved procedures  and  techniques  may  be 
necessary.  They  are  available  as  required. 

There  are  times  when  other  staff  members, 
especially  social  workers  and  the  public  health 
nurses,  either  individually  or  jointly,  might 
deal  with  problems  of  the  parent  and  child. 
Such  a situation  arises  where  a parent  has 
doubts,  fears,  or  conflicts  involving  inter- 
personal relationships  in  the  home  or  where 
she  is  unable  to  deal  with  a variety  of  de- 
velopmental problems  of  the  child.  In  in- 
stances of  this  kind,  the  public  health  nurse 
may  deal  with  the  training  problems  of  the 
child  including  feeding,  toileting,  dressing, 
and  so  on.  At  the  same  time  the  social 
worker  works  with  the  parent  and  the  psy- 
chological problems  involved  in  clarifying 
the  issues  for  the  parent  to  help  her  move 
in  a more  positive  direction  in  her  family  re- 
lationships and  also  in  dealing  with  the  child. 
Such  a procedure  of  course  is  time-consum- 
ing involving  a multiple  discipline  approach, 
but  on  the  other  hand,  where  there  are  so 
many  problems  within  one  family,  time  and 
effort  is  well-spent  if  family  relationships  gen- 
erally can  be  improved,  if  husband  and  wife 
relationships  can  be  strengthened,  stabilized, 
and  restored  to  a higher  level  of  understanding 
and  if  improvement  in  the  child’s  daily  ac- 
tivities can  be  shown  to  result  from  the  variety 
of  techniques  that  are  being  applied  to  prob- 
lems in  the  home. 

Home  Service 

The  service  program  described  at  this  point 
is  primarily  for  mentally  retarded  children.  It 
frequently  happens  that  parents  having  chil- 
dren who  are  known  to  be  retarded,  have 


difficulty  in  establishing  adequate  training  for 
such  youngsters.  In  some  instances  the  par- 
ents may  be  over-zealous  in  training  the 
youngsters  to  do  what  is  generally  done  at 
a certain  age.  On  the  other  hand,  some  par- 
ents take  the  point  of  view  that  since  the 
child  is  known  to  be  retarded,  there  is  no  use 
in  trying  to  teach  him  even  those  things 
that  the  child  would  be  capable  of  learning. 
When  the  child’s  capacities  have  been  de- 
termined objectively  as  a result  of  psycho- 
logical study,  effort  is  made  to  encourage  the 
parents  to  deal  with  the  child’s  potentials 
and  his  limitations  on  a realistic  basis.  Where 
the  public  health  nurse  is  visiting  in  the  home 
and  working  closely  with  the  parents,  she 
calls  attention  to  appropriate  training  tech- 
niques and  methods  so  that  these  retarded 
youngsters  can  become  as  effective  individuals 
as  possible.  The  nurse  may  give  specific 
training  in  how  to  use  a spoon  and  get  a child 
to  feed  itself.  She  may  point  out  to  a re- 
sistant mother  who  says  the  child  cannot 
feed  himself,  that  the  child  is  already  chew- 
ing on  toast  or  pieces  of  apple,  and  giving 
every  indication  of  the  ability  to  grasp  a 
spoon,  to  raise  it  to  his  mouth,  and  to  go 
through  all  the  motor  performance  necessary 
to  get  food  from  a plate  to  its  mouth  to  its 
stomach.  Upon  such  demonstration,  it  is 
indeed  an  unusual  mother  who  resists  urging 
to  help  the  child  develop  his  own  self-suf- 
ficiency. Fortunately,  most  mothers  upon  be- 
ing shown  are  willing  to  make  further  efforts 
on  behalf  of  their  child. 

Occasionally  retarded  children  have  been 
found  who  seem  unable  to  play  or  who  make 
a minimal  social  response  to  others.  The 
public  health  nurses  have  made  frequent  visits 
in  order  to  play  with  such  a youngster  and 
teach  him  to  use  toys,  to  laugh  and  be  happy, 
to  respond  to  other  people.  While  it  may 
seem  somewhat  strange  that  a child  has  to 
be  taught  to  play,  it  is  often  the  case  that  he 
is  not  provided  with  toys  or  that  his  family 
does  not  spend  enough  time  with  him  so  that 
he  learns  how  to  play  when  he  reaches  a 
stage  of  development  wherein  he  has  interest 
in  something  outside  himself  and  his  immedi- 
ate being.  This  is  especially  emphasized 
when  a youngster’s  chronological  age  goes 
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ahead  twice  as  fast  as  his  mental  develop- 
ment. This  kind  of  difficulty  is  very  perplex- 
ing to  many  parents  and  they  find  it  if  not 
incomprehensible,  indeed  very  difficult  to 
know  how  to  deal  with  a child  who  is  so 
different  from  the  usual  child.  Of  course 
in  a situation  like  this,  the  parent  needs 
guidance  and  sympathetic  help  to  know  that 
his  child  can  learn  to  do  things  even  though 
it  takes  him  much  longer  than  the  ordinary 
child.  Such  a hope  is  a great  help  to  parents 
who  formerly  saw  none. 

The  Nurse  and  Her  Role 

The  public  health  nurse’s  activity  in  the 
home  is  not  limited  to  training  in  the  de- 
velopment of  physical  habits  and  socializing 
experiences.  At  times  such  personal  habit 
training  as  learning  to  accept  limits  needs  to 
be  taught.  Where  the  parents  have  been  un- 
able to  deal  with  a child  who  is  somewhat 
intractable,  the  presence  of  an  objective  out- 
sider such  as  the  nurse  is  of  great  help.  It 
is  not  that  the  nurse  or  any  person  outside 
the  family  knows  more  about  the  child  than 
the  parent.  What  is  fairly  obvious  is  that  the 
parent  is  caught  up  in  his  or  her  own  difficul- 
ties and  usual  ways  of  dealing  with  a recalci- 
trant child.  He  soon  develops  a pattern  of 
dealing  with  the  youngster  just  as  the  young- 
ster has  a pattern  of  dealing  with  the  parent. 
Where  this  is  unacceptable  and  where  progress 
has  not  been  made  toward  increasing  ade- 
quacy and  maturity,  real  difficulties  arise. 
Overactive  behavior,  temper  tantrums,  run- 
ning away,  the  unwillingness  to  stay  within 
prescribed  areas,  are  all  fairly  frequent,  or  at 
least  not  unusual  problems  that  confront  the 
nurse  in  her  home  visiting.  Progress  can  be 
made  by  discussing  with  the  parent  ways  in 
which  such  behavior  developed,  as  well  as 
looking  at  ways  in  which  the  child  is  handled. 
By  analyzing  and  evaluating  both  the  child’s 
behavior  and  the  parent’s  behavior,  increas- 
ingly effective  ways  of  dealing  with  unac- 
ceptable behavior  can  be  reached. 

There  is  no  magic  about  this.  Improved 
ways  of  dealing  with  the  child  can  be  accom- 
plished first  by  looking  at  the  manner  in  which 
crises  situations  are  handled.  When  there  is 
some  awareness  of  what  the  problem  is,  the 


next  thing  to  do  is  to  analyze  the  development 
of  the  problem.  When  it  is  known  how  the 
problem  develops,  a consideration  of  tech- 
niques to  prevent  the  situation  from  arising 
are  considered.  Finally,  when  all  of  these  as- 
pects have  been  accomplished,  it  is  well  to  pre- 
vent negative  feelings  from  being  allowed  to 
express  themselves  in  unacceptable  or  anti- 
social behavior  in  the  home.  This  is  the  old 
adage  of  a stitch  in  time  saves  nine.  It  is  easier 
to  prevent  a tantrum  from  developing  if  one 
takes  steps  ahead  of  time  to  ease  tensions  and 
feelings  before  the  point  of  explosive  break- 
down occurs. 

\ 

Positive  Rather  Than  Negative  Approach 

In  all  of  these  services  offered,  whether  it 
is  examination,  counseling,  consultation,  or 
home  training,  the  greatest  interest  is  in  the 
development  of  attitudes,  ways,  techniques, 
understanding,  that  will  lead  to  the  promotion 
of  good  habits  and  behavior  rather  than  to 
apply  good  therapeutic  techniques  after  some 
break-down  or  maladjustment  has  occurred. 
All  of  the  efforts  of  the  psychological  services, 
as  well  as  other  services  in  the  State  Board 
of  Health,  are  directed  towards  this  end. 
Certainly  the  well-being  and  general  welfare 
of  the  child  as  well  as  the  entire  community 
is  best  served  by  preventing  break-down  and 
the  development  of  any  pathological  condition. 
The  general  mental  health  of  the  entire  state 
community  can  be  improved  by  an  early 
recognition  of  all  kinds  of  unsatisfactory  con- 
ditions and  their  alleviation  as  quickly  as 
possible. 

In  considering  ways  to  make  a positive 
contribution  in  this  area,  one  thinks  first  of 
meeting  needs  that  are  known  to  exist.  The 
obvious  way  is  by  training  more  people.  How- 
ever as  the  recent  report  of  the  Joint  Com- 
mission on  Mental  Health  and  Illness  points 
out,  it  will  never  be  possible  to  train  the  vast 
numbers  of  people  needed  in  this  area.  If 
this  is  so,  and  it  seems  clearly  demonstrated, 
the  next  step  is  to  use  existing  staff  together 
with  people  in  allied  professions  who  can  learn 
techniques  which  will  promote  the  kind  of 
positive  thinking  which  leads  to  improved 
human  adjustment.  Such  programs  as  are 

(Continued  on  Page  147) 
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REGIONAL  MEDICAL  PUBLICATIONS* 


* Regional  medical  publications  have  dual  responsi- 
bilities to  writer  and  audience.  The  activities  of  the 
regional  publication  should  be  coordinated  among 
editors,  medical  schools  and  medical  associations.  Phy- 
sicians should  be  constantly  educated  towards  excel- 
lence in  their  written  communication. 


Julian  A.  Sterling,  M.D. 


The  Current  List  of  Medical  Literature  an- 
nually indexes  more  than  221,000  titles  in  the 
4000  substantive  medical  journals,1  of  which 
half  are  regional  medical  publications.  These 
regional,  or  organizational,  publications  are 
usually  sponsored  by  city,  county  or  state 
medical  societies,  by  medical  schools  and  by 
hospitals  and  medical  centers.  For  this  quar- 
ter of  a million  titles  to  be  published  and 
read  each  year  there  has  to  be  more  than 
mere  mutual  interest  among  author,  audience, 
teacher,  editor  and  publisher. 

Audience  and  Author 

The  impact  or  effectiveness  of  published 
material  depends  as  much  on  the  audience 
as  it  does  on  the  writer.  Those  who  receive 
regional  publications  usually  read  them  be- 
cause of  familiarity  with  the  authors  and 
pride  in  the  locality.  Reasons  for  reader  in- 
terest are  difficult  to  assess.  Stimulus  to  writ- 
ing can  be  more  difficult.  It  is  noted  that 
most  students,  interns,  residents  and  physi- 
cians have  to  work  hard  to  acquire  a com- 
munication technique  which  will  be  effective. 
This  prime  objective  depends  on  requirements 
established  by  our  medical  community.  The 
higher  the  standards  the  better;  we  have  no 
right  to  be  satisfied  with  mediocrity  in  medical 
writing. 

Objectives 

Listed  in  the  table  are  a few  examples 
among  the  thousands  of  fine  publications 
which  have  regional  interest.  They  include 

" From  remarks  given  to  the  American  Medical  Writers’  Association, 
Philadelphia,  Pa..  September  25,  1964. 

Dr.  Sterling,  Sc.D.,  F.A.C.S.,  is  Assistant  Clinical  Professor  of 
Surgery,  Temple  University  School  of  Medicine  and  Senior  Attending 
Surgeon,  Albert  Einstein  Medical  Center,  Philadelphia,  Pa. 


Bulletins  of  County  Medical  Societies  and 
Journals  of  various  Schools  of  Medicine,  of 
Medical  Centers  and  of  Hospitals.  Each  local 
group  publishes  a journal  because  it  is  proud 
of  its  intellectual  and  scientific  achievements. 
Certain  organization  journals  also  include 
scientific  proceedings  as  well  as  minutes  of 
business  meetings. 

Many  regional  medical  publications  have 
outstanding  contents.  As  an  example,  I cite 
the  University  of  Michigan  Medical  Center 
Journal.  If  an  organ  can  be  called  “house,” 
this  journal  should  be  called  a “home.”  This 
regional  publication  has  an  imaginative  for- 
mat, fine  scientific  material,  interesting  alumni 
reports  and  superb  clinical  notes.  There  is 
variety,  sense  and  spice.  In  the  July-August 
1964  issue,  for  example,  there  is  a fine  article 
by  Dr.  W.  E.  Britton2  on  “The  Doctor  and 
His  Verbs.” 

To  avoid  didactic  or  restricted  teaching, 
discussion  and  comments  about  errors  and 
inadequacies  are  often  published  to  provide 
a broad  and  stimulating  perspective.  Editor- 
ial comment  is  valuable  in  such  instances. 

Regional  medical  publications  are  needed 
to  give  the  idea,  the  concept,  the  observations 
about  the  unusual  case  a “reading,”  and  the 
test  of  grass-root  discussions  and  criticisms. 
These  replace  the  meetings,  the  demonstra- 
tions, the  specialty  clinic  and  the  pathology 
conference,  which,  in  the  past — particularly 
during  the  1920’s  and  1930’s — all  physicians 
would  attend  each  week.  Today,  attendance 
by  the  average  physician  at  such  conferences 
is  rare  and  brief. 
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Regional  publications  have  a limited  cir- 
culation. They  are  listed  in  indexes  and 
libraries,  although  their  articles  are  not  usual- 
ly abstracted  in  JAMA  or  SG  & O.  Because 
of  this,  some  authors  will  rewrite  their  papers 
in  order  to  reach  a wider  audience  and  a dif- 
ferent group  of  readers.  Sometimes  they 
don’t  bother  to  rewrite  the  manuscript;  they 
just  change  the  title  or  the  numerical  order 
of  the  co-authors. 

This  contributes  to  the  heap  of  excess  pub- 
lication. This  glut  should  stop! 

Accomplishments  and  Failures 

The  local  medical  society,  the  hospital,  the 
medical  center  or  the  medical  college — each 
has  a varied  audience  including  nurses,  tech- 
nicians, interns,  residents,  practicing  physi- 
cians, professors  and  medical  libraries  through- 
out the  world.  The  big  job  of  the  editor  of 
such  publications  is  to  amalgamate  the  writer 
and  the  reader,  since  the  average  physician 
doesn’t  appreciate  the  capacity  of  the  specific 
audience,  whether  it  he  town  or  gown,  tech- 
nical or  theoretical,  domestic  or  foreign. 

Rejection  rate  of  articles  by  the  regional 
(organizational)  medical  publications  is  low. 
Only  one  of  ten  articles  is  flatly  rejected;  the 
other  nine  get  help  in  corroborating  references, 
in  verifying  citations,  in  organization  and 
preparation  of  tables  and  illustrations  as  well 
as  with  revisions,  condensation,  rewriting  and 
re-writing.  This  editor-to-writer  liaison  is 
very  effective  in  regional  medical  publications. 

The  medical  editor  of  the  regional  journal 
reads  approximately  1000  galleys  and  their 
subsequent  page  proofs  during  a year.  Each 
manuscript  may  he  read  three  to  six  times. 
In  addition,  an  assistant  editor  and  a con- 
sultant specialist  may  revise  each  manuscript 
several  times.  During  countless  hours,  many 
pencils  and  scissors  have  been  used  and  the 
editorial  assistant’s  fragile  nerves  have  gone 
from  pica  to  pique.  The  greatest  boon  to 
editors  and  often  the  only  salvation  to  the 
physician  who  wants  to  write  an  article  are 
editorial  assistants. 

The  local  editors  of  “small  journals”  have 
particular  pride  in  the  accuracy  of  copy,  ref- 


erences and  textual  citations.  Many  authors 
think  editors  or  the  public  don’t  read  and 
cannot  remember,  but  editors  do  remember 
and  so  do  the  readers.  The  author  who  is 
careless  with  citations  only  hurts  himself  be- 
cause in  print,  the  aroma  of  purloined  para- 
graphs doesn’t  fade. 

Education 

The  late  Dr.  Norman  A.  Welch,3  President 
of  the  American  Medical  Association,  when 
he  commented  that  “most  of  the  medicine 
we  now  practice  our  professors  never  taught 
us” — meant,  of  course,  they  never  taught  us 
in  our  medical  schools.  It  is  true,  neverthe- 
less, that  these  professors  still  teach  and 
still  guide  us,  as  a result  of  the  cumulative 
experiences  and  selective  judgments  which  are 
published  in  medical  journals. 

It  is  through  their  publications  that  we 
know  our  professors  and  are  taught.  Years 
ago,  it  was  through  their  textbooks — yester- 
day, it  was  through  their  monographs — today, 
it  is  through  their  articles  in  the  journals — 
tomorrow,  it  may  be  through  the  computor’s 
program. 

More  important  than  the  publications  by 
the  professors  is  instruction  they  give  to  their 
staff,  so  that  their  teachers  can  be  masters 
of  oral  and  written  communication  techniques. 
It  may  be  necessary  for  the  teaching  staff  as 
well  as  the  students  to  attend  special  classes 
in  medical  writing.  In  the  past  the  medical 
college  has  been  woefully  deficient  in  this 
area,  even  though  experts  are  on  the  campus. 

Dr.  Johnny  may  not  communicate  clearly 
because  Dr.  Johnny’s  teachers  won’t  or  can’t. 
Even  if  unsatisfactory  instruction  had  been 
given  to  students  in  all  premedical  years,  in 
methods  of  oral  and  written  communication, 
these  physicians  should  not  be  abandoned 
nor  should  inadequate  speech  or  inept  gram- 
mar be  acceptable.  The  students  will  reflect 
their  teachers’  concepts  and  attitudes. 

This  local  journal  is  a source  for  continuing 
education  of  the  individual  physician.  Not 
only  does  it  provide  information  concerning 
community  progress,  including  what  and  who 
are  probably  getting  ahead  of  him,  but 
through  this  journal  he  knows  where  he  can 
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EXAMPLES  OF  REGIONAL  MEDICAL  PUBLICATIONS 

The  regional  medical  publication  usually  fits  the  pocket,  has  from  30  to  1 30  pages  and 
crosses  the  doctor’s  desk  4 to  52  times  a year.  Some  of  these,  like  the  Bulletin  of  the  Johns 
Hopkins  Hospital  and  the  Mayo  Clinic  Proceedings,  have  emerged  to  international  stature. 

Each  regional  medical  publication  has  an  editorial  staff  including  one  or  more  editors, 
with  one  or  more  editorial  assistants,  secretaries  and  copy-readers.  Usually,  the  active  staff 
has  two  or  three  members. 


Publication 

Sponsor 

Years 

Pub. 

Frequency 

Pages 

Size 

(inches) 

Adv. 

Index. 

Art. 

Bui.  Med.  Soc. 
Kings  Co.  Acad. 
Med.  of  Brooklyn 

County 

Society 

43 

Monthly 

38 

7x10 

Yes 

1 

Bui.  Menninger 
Clinic 

Medical 

Center 

28 

Bimonthly 

64 

6x9 

No 

3 

Bui.  San  Diego 
Co.  Md.  Soe. 

Medical 

Society 

50 

Monthly 

60 

6x914 

Yes 

3 

Bui.  Sch.  of 
Med.,  U.  of  Md. 

Medical 

School 

49 

Quarterly 

48 

634x10 

Yes 

3 

Guthrie  Clinic 
Bulletin 

Medical 

Center 

34 

Quarterly 

53 

634x10 

No 

9 

Harper  Hosp. 
Bulletin 

Medical 

Center 

22 

6x  year 

40 

6x9 

No 

7 

Bui.  Johns 
Hopkins  Hosp. 

Medical 

School 

51 

Monthly 

60 

7x10 

Yes 

2 

Albert  Einstein 
Med.  Center  J. 

Medical 

Center 

16 

Quarterly 

64 

6x9 

No 

10 

Mt.  Sinai  Hosp. 
Journal 

Med.  Cen. 

31 

Bimonthly 

135 

634x10 

Yes 

10 

Mayo  Clinic  Pro. 

Med.  Cen. 

39 

26x  year 

112 

534x9 

No 

8 

Phila.  Medicine 

Co.  Soc. 

60 

Weekly 

29 

634x10 

Yes 

0 

Trans.  & Studies 
of  Col.  of  Phys. 
of  Phila. 

Medical 

Society 

32 

Quarterly 

56 

7x10 

No 

6 

U.  of  Mich.  Med. 
Center  Journal 

Medical 

Center 

30 

Bimonthly 

60 

8x11 

Yes 

7 

get  specific  training,  extra  education  and  may 
even  find  clues  as  to  the  books  he  should 
read. 

National  journals  of  huge  circulation  often 
provide  abstracts  of  articles  which  appear  in 
many  regional  journals.  This  is  a great  serv- 
ice. These  abstracts  depend  on  editors’  se- 
lections as  well  as  on  the  capability  of  the 
abstractionist  or  reviewer.4  To  aid  these,  each 
author  should  prepare  an  abstract  or  sum- 


mary5 with  exceeding  care.  The  author’s 
summary  would  then  be  published  elsewhere 
in  its  entirety,  not  as  one  sentence  out  of 
context.  If  there  be  space  limitations  in  the 
abstracting  journal,  then  only  the  original 
title  should  be  cited. 

Future 

The  future  holds  much  to  be  done  for 
and  by  regional  publications  as  in:  content 
(Continued  on  Page  142) 
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IN  A SCHOOL  SETTING 

• Almost  a third  of  all  referrals  to  the  State  Mental  Hygiene 
Clinics  stem  from  within  our  school  system.  Modern  day 
educational  standards  point  to  the  definite  need  for  a psy- 
chologist on  the  school  staff  as  an  indispensable  adjunct  to 
the  total  school  program. 


Today,  the  psychologist  in  the  school  set- 
ting must  he  experienced  in  the  basic  con- 
cepts and  precepts  of  theoretical  and  experi- 
mental psychology,  possess  a thorough  knowl- 
edge and  practice  of  the  latest  clinical  tools, 
techniques  and  instruments  and  be  able  to 
apply  these  skills  and  acumen  effectively  in  a 
total  school  program.  The  psychologist  must 
be  well  grounded  in  the  theory  and  practice 
of  educational  methodology  and  be  familiar 
with  the  functions,  methods,  practices  and 
problems  of  the  principals,  teachers  and  even 
parents. 

It  has  been  suggested  that  reasonably  com- 
plete psychological  services  to  a school  system 
can  be  rendered  when  there  is  a ratio  of  one 
psychologist  to  each  800  to  1200  pupils.  This 
ratio  depends  on  many  other  factors  however 
such  as  the  distances  that  the  psychologist 
must  travel  as  well  as  the  number  of  other 
professional  personnel  available  such  as  psy- 
chiatrists, social  workers,  nurses  and  guidance 
personnel. 

The  psychologist  can  most  effectively  serve 
the  needs  of  individual  pupils;  selecting  cases 
for  his  investigation  based  upon  immediacy  of 
need,  his  level  of  competence  and  type  of 
service  to  be  rendered.  Such  service  is  the 
foundation  upon  which  his  other  duties  to 
the  school  are  built.  Perhaps  one  of  his  most 
important  contributions  is  the  impact  the 
psychologist  can  have  upon  the  classroom 
teachers  and  administrative  personnel.  He 
can  provide  the  necessary  help  for  specific 
problems  and  by  broadening  their  under- 

Dr.  Weiss  is  Chief  Clinical  Psychologist  for  the  State  Mental 
Hygiene  Clinics  of  Delaware. 


Sheldon  W.  Weiss,  Ph.D. 

standing  of  the  psychological  forces  with 
which  they  deal. 

A more  urban  school  system  with  a moder- 
ately large  psychological  staff  can  provide 
some  subdivision  of  specialized  functions  ac- 
cording to  the  differing  skills  of  its  staff.  It 
definitely  requires  adequate  supervision  and 
administration  of  the  total  psychological  pro- 
gram. In  many  cases,  especially  in  more 
rural  school  systems,  only  one  psychologist 
may  serve.  In  this  case  the  psychologist  must 
have  the  ability  and  the  diversification  to 
function  in  a wide  range  of  psychological 
services,  or  he  must  limit  his  activities  to 
those  areas  of  his  greatest  competence  and 
with  overall  understanding  of  his  functioning 
by  school  administrators.  Where  direct  em- 
ployment of  a psychologist  is  not  indicated 
because  of  the  small  size  of  a particular  school 
unit,  service  should  be  provided  through  joint 
programs  with  other  schools,  through  state  or 
county  assistance  or  possibly  through  part- 
time  private  consultative  services. 

An  attempt  will  be  made  to  list  the  func- 
tions of  a qualified  psychologist  in  a school 
setting.  The  list  is  by  no  means  exhaustive 
nor  is  it  presumed  that  one  individual  could 
meet  all  of  the  demands  and  skills  offered  in 
this  list.  Services  rendered  will  more  than 
likely  depend  upon  the  number  of  psychol- 
ogists available  on  the  staff,  the  availability 
of  other  disciplines  in  pupil  personnel  serv- 
ices, the  needs  of  the  school  felt  and  certainly 
upon  the  personality,  training,  skill  and  com- 
petence of  the  individual  psychologist  in 
question. 
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A fully  trained  school  psychologist  should 
possess  a master’s  or  doctoral  degree  but  not 
every  Ph.D.  in  psychology  is  a fully  trained 
school  psychologist.  A school  psychologist 
must  have  the  clinical  skills  and  acumen  in 
working  with  children  as  well  as  adults,  well 
grounded  in  theoretical,  experimental,  com- 
parative, social  and  educational  psychology. 
He  should  have  a firm  and  solid  background 
and  understanding  of  the  philosophy,  history, 
structure  and  function  of  the  American  school 
system  as  well  as  the  numerous  forces,  internal 
and  external,  that  impinge  upon  it.  He  should 
have  a thorough  and  intimate  knowledge  of 
the  role  of  the  school  teacher  in  the  group 
dynamics  of  the  classroom  and  in  the  numer- 
ous subtle  forces  which  impinge  upon  it  from 
the  community. 

In  terms  of  service  to  the  individual  child, 
we  must  start  with  the  selection  of  cases  to 
be  given  individual  attention.  This  will  re- 
quire participation  in  planning  policy  as  to 
prorities  in  referrals  with  administration  and 
staff;  in  establishment  of  referral  procedures; 
forms  that  are  required  and  channels  of  flow 
and  communication;  and  to  screen  referrals 
individually,  in  consultation  with  specific 
persons  or  through  scheduled  staffing  of  all 
referrals. 

The  diagnostic  phase  of  service  will  have 
as  its  purpose:  (a)  to  evaluate  current  func- 
tioning of  the  child;  (b)  to  appraise  readiness 
for  learning,  motivational  factors,  and  other 
aspects  of  the  child’s  adjustment;  (c)  to  de- 
termine the  child’s  difficulties  from  the  stand- 
point of  intelligence,  personality,  achievement, 
social  problems  and  to  seek  out  and  attempt 
to  identify  causes;  and  (d)  to  identify  excep- 
tional children,  including  the  gifted,  the  re- 
tarded, the  handicapped,  the  socially  malad- 
justed, the  educational  retarded,  those  re- 
quiring speech  or  auditory  correction,  and 
the  emotionally  disturbed. 

The  means  whereby  the  diagnostic  study 
may  be  carried  out  include:  (a)  observation 
of  the  pupil  in  the  actual  classroom  setting, 
at  play,  and,  where  possible,  in  the  home  and 
in  the  psychologist’s  office;  (b)  exploration  of 
cummulative  school  records,  reports,  etc.; 
(c)  consultation  with  teachers,  school  social 


workers,  other  school  personnel,  parents, 
agency  representatives  and  any  others  whose 
facts  may  be  of  diagnostic  significance;  (d) 
selection  of  appropriate  evaluation  instru- 
ments for  the  individual  case;  (e)  the  ad- 
ministration and  interpretation  of  individual 
intelligence  tests,  achievement  tests,  person- 
ality measures  and  other  techniques  and  tools 
for  individual  personality  assessment;  (f)  re- 
ferral to  other  specialists  in  such  areas  of 
medicine,  social  work,  psychiatry  etc.,  where 
indicated,  for  further  diagnostic  study  and 
(g)  to  integrate  all  findings  into  a useful, 
comprehensive  and  understandable  picture  of 
the  total  child’s  needs,  limitations  and  po- 
tentials. 

Following  the  thorough  individual  psycho- 
diagnostic study,  the  interpretation  of  find- 
ings must  occur.  This  will  include  the  in- 
terpretation of  findings  to  the  persons  con- 
cerned, parents,  pupil,  classroom  teachers, 
principals  or  other  administrators,  counselors, 
special  educational  personnel,  school  social 
workers,  school  nurses,  speech  therapists  and 
others.  Interpretation  of  findings  may  also 
require  individual  conferences  or  in  small 
groups  and  in  written  reports.  Close  follow- 
up contact  with  the  pupil  and  those  working 
with  him  is  essential  as  well  as  the  necessity 
to  modify  treatment  or  remedial  plans  when 
indicated  or  required. 

Special  placement  and  planning  may  be 
necessary  for  certain  types  of  pupils  and  for 
those  the  psychologist  can  assist  in  the  plan- 
ning. These  include  such  cases  as:  the  in- 
tellectually gifted,  the  mentally  handicapped, 
the  emotionally  handicapped,  the  socially  mal- 
adjusted, the  educationally  retarded,  the 
speech  and  hearing  handicapped  and  the 
physically  handicapped.  The  psychologist  can 
admirably  assist  in  the  identification  of  in- 
dividual pupils  with  such  special  needs  as  well 
as  participate  in  decisons  and  planning  re- 
garding such  items  as:  eligibility  for  school 
attendance,  early  or  delayed  admission  to 
school,  placement  in  special  classes,  promotion, 
changes  in  academic  programs,  changes  in 
academic  classrooms  or  teachers,  transfers  to 
other  schools,  additions  or  decreases  in  ac- 
tivities and  indications  for  remedial  school 
programs. 
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In  terms  of  planning  a remedial  instruction 
recommendation,  the  psychologist  can  advise 
and  collaborate  with  those  offering  remedial 
help  and  consult  with  the  school  staff  on  the 
educational  objectives  and  special  needs  of 
individual  pupils.  Counseling  will  also  be  a 
most  important  function  of  the  psychological 
consultant.  The  psychologist  may  counsel 
pupils  either  individually  or  in  groups;  either 
at  the  pupil’s  request  or  as  needs  are  revealed 
through  diagnostic  study;  or,  as  scheduled  by 
request  of  school  officials,  psychiatrists  or 
other  personnel  involved  in  the  total  pupil 
program.  This  may  in  most  cases  also  include 
parent  counseling  where  a discussion  with 
parents  into  the  meaning  and  significance  of 
the  diagnostic  study  can  take  place.  We  may 
also  wish  to  enlist  participation  of  parents  in 
seeking  solutions  to  problems  and  to  maintain 
a continuing  counseling  relationship.  Per- 
haps a group  parent  counseling  technique 
could  be  utilized  to  assist  parents  with  similar 
problems. 

The  psychological  consultant  can  also  pro- 
vide an  excellent  liaison  between  the  school 
and  the  community  in  terms  of  agency  con- 
tacts and  with  other  professionals  serving  the 
needs  of  children.  He  can  assist  in  securing 
medical,  psychological,  vocational  or  social 
services  for  the  child  or  his  family.  The 
psychologist  can  participate  in  conferences 
with  agencies  for  planning  for  more  compre- 
hensive community  services  as  well  as  for 
solution  of  problems  of  individual  cases. 

In  the  area  of  the  psychologist’s  function- 
ing with  the  school  as  a whole  in  terms  of 
his  impact  on  the  school  organization  and  ad- 
ministration, he  may  be  particularly  interested 
in  seeing  that  his  schools  include  or  have  ac- 
cess to  such  services  as:  special  classes  or  fa- 
cilities for  exceptional  children;  special  teach- 
ers or  other  personnel  who  bring  needed  serv- 
ices to  exceptional  children  while  they  remain 
in  regular  classrooms;  speech  therapy;  school 
social  workers;  guidance  services;  pupil  per- 
sonnel services;  health  services;  mental  health 
clinics;  reading  clinics;  enriched  as  well  as 
remedial  instructional  programs;  group  test- 
ing programs  including  achievement,  intelli- 
gence and  aptitudes  as  well  as  a cumulative 


record  system. 

The  psychologists  can  help  in  promoting 
these  programs  through  presentation  to  the 
school  administration  the  evidence  of  such 
needs  within  the  school  district;  to  point  out 
in  hard  statistical  facts  and  with  numbers  the 
degree  and  amount  of  pupils  requiring  special 
classes  or  services;  to  help  coordinate  efforts 
of  schools,  districts,  or  communities  to  de- 
velop more  adequate  resources;  to  act  as  a 
consultant  to  the  administration  and  help 
establish  and  maintain  the  program  and 
finally  to  assist  in  the  evaluation  of  the  ef- 
fectiveness of  specific  phases  of  the  school 
program. 

To  these  ends,  the  psychological  consultant 
should  be  available  to  members  of  the  school 
board  when  desired  to  discuss  psychological 
implications  of  school  policies;  to  serve  as  a 
resource  person  to  administrative  committees; 
to  encourage  initiation  and  continuation  of 
sound  mental  hygiene  practices  in  all  aspects 
of  schools,  districts,  or  communities  to  de- 
velopment of  methods  of  evaluating  proposals 
made  in  the  name  of  mental  hygiene.  In 
terms  of  the  psychologist’s  impact  on  the 
school  curriculum,  he  should  serve  on  evalua- 
tion committees;  work  with  school  personnel 
to  improve  situational  factors  and  to  facilitate 
optimal  learning  conditions  collaborate  with 
teachers  and  administrators  on  matters  of 
curriculum  to  enhance  pupil  adjustment;  to 
serve  on  teacher  committeees  working  out  new 
extra-curricular  activities;  to  participate  in 
curriculum  planning  for  special  classes  and 
and  to  suggest  modifications  of  educational 
activities  and  tasks  so  that  they  will  be  in 
line  with  the  child’s  intellectual  and  social 
capabilities. 

The  psychological  consultant  will  have  by 
necessity  some  impact  upon  teaching  method- 
ology and  classroom  management.  He  should 
be  able  and  willing  to  serve  on  committees 
within  the  school  system  concerned  with  such 
items  as:  new  teaching  procedures,  pupil 
mental  health,  human  relations,  health  and 
welfare.  He  should  confer  with  teachers,  pre- 
ferably those  who  request  help  but  also  with 
those  who  need  help  in  coping  with  problems 
they  encounter  in  dealing  with  their  pupils. 
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Since  traditionally,  the  psychologist  is  iden- 
tified with  testing  programs,  he  can  play  a 
most  vital  role  in  the  recommending  of  test- 
ing programs  and  specific  tests  to  meet  needs 
of  the  school  system  or  an  individual  class; 
should  assist  in  preparation  of  test  calendars 
and  bulletins  regarding  group  testing;  super- 
vise or  consult  on  the  group  testing  through- 
out the  school  system,  including  achievement, 
intelligence,  personality,  aptitude,  and  other 
tests  and  evaluative  instruments;  he  should 
demonstrate  administration,  interpretation 
and  use  of  group  tests  when  they  are  first 
introduced,  or  for  new  staff  members;  he 
should  administer  group  tests  for  purpose  of 
pilot  study  or  for  demonstration,  or  when 
research  demands  specially  controlled  testing 
procedures;  he  can  assist  in  training  teachers 
to  administer,  interpret  and  evaluate  group 
tests  and  to  call  attention  to  individuals 
whose  group  test  results  indicate  need  for 
follow-up,  retesting  or  specialized  referrals. 

In  regard  to  school  personnel  problems, 
the  psychological  consultant  may  serve  as  a 
resource  person  to  administrators  on  tech- 
niques of  recruitment,  selection  and  promo- 
tion of  teachers  and  other  school  employees 
and  to  collaborate  in  establishing  in-service 
training  programs  which  aim  to  promote  the 
personal  mental  health  of  employees.  He 
may  aid  in  evaluating  the  mental  health  as- 
pects of  administrative  practices  and  teaching 
methods  and  might  even  be  permitted,  where 
indicated,  to  consult  with  teachers  or  other 
employees  on  their  own  personal  problems, 
on  request,  chiefly  with  a view  to  referral 
to  appropriate  sources  of  further  help. 

Concerning  the  possibility  of  establish- 
ment of  in-service  training  of  school  per- 
sonnel, the  psychologist  might  best  serve  ad- 
ministrators, teachers,  guidance  personnel, 
case  workers  and  others,  by  including  the 
following  material  as  part  of  the  training: 
psychological  services  of  the  school  system; 
child  development;  interpretation  of  results 
of  tests  and  other  evaluation  techniques;  ad- 
ministration and  scoring  of  group  tests;  limi- 
tations of  I.Q.,  statistics,  projective  tech- 
niques; individual  and  group  activities;  ap- 
praisal of  case  histories  and  studies;  tech- 


niques of  parent-teacher  conferences;  excep- 
tional children  such  as  the  gifted,  emotionally 
disturbed  etc.;  dynamics  of  human  behavior; 
the  emotional  needs  of  children;  mental  health 
of  teachers  and  administrators;  school  and 
community  resources  for  the  mental  health  of 
pupils  as  well  as  a methodology  for  early 
identification  of  children  who  have  mental 
health  problems. 

The  psychological  consultant  can  contribute 
a great  deal  in  terms  of  service  to  his  com- 
munity by  working  closely  with  avaialble 
community  agencies.  He  can  locate  and 
utilize,  as  needed,  all  resources  within  the 
community  which  may  be  helpful  to  individ- 
uals or  groups  with  special  needs;  he  can 
provide  leadership  in  mental  health  educa- 
tional needs;  work  for  the  establishment  or 
development  of  integrated  community  facili- 
ties for  better  mental  hygiene;  identify  men- 
tal health  hazards  in  the  community;  develop 
channels  for  exchange  of  case  information 
between  schools  and  other  agencies;  and  be 
available,  and  serve,  as  a speaker  for  com- 
munity meetings  or  resource  person  in  mental 
health  discussions.  The  psychological  con- 
sultant can  aid  indirectly  the  job  of  public 
relations  by  helping  to  interpret  the  school 
and  its  special  programs  to  the  public;  to 
join  with  other  psychologists  in  publicizing 
the  nature  and  function  of  psychologists  in 
general  ,and  particularly  of  school  psychology 
programs  and  to  utilize  conferences,  mass 
media,  etc.,  to  keep  the  public  informed  on 
school  programs  and  issues. 

Finally  because  of  the  singular  development 
of  psychology  and  academic  research,  the 
psychologist  can  particularly  be  of  service  in 
identifying  sound  and  significant  research 
which  has  implications  for  school  practice. 
He  can  assist  school  personnel  in  locating, 
understanding  and  applying  such  research 
as  well  as  point  out  new  areas  for  research 
and  encourage  all  qualified  school  personnel 
into  the  research  area.  He  can  help  in  evalu- 
ating the  effectiveness  of  services,  especially 
psychological  services,  provided  by  the  schools 
and  he  can  aid  in  the  overall  general  stimula- 
tion of  experimental  attitudes  among  other 
school  personnel. 
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MEDICAL  CULTURE  AND  PHILOSOPHY  OF  CHINA 


China  is  a country  which  has  had  an  un- 
interrupted history  of  over  4,000  years  and 
ranks  first  among  the  world  nations  in  terms 
of  population,  with  about  500,000,000  in 
1948  and  possibly  700,000,000  people  now. 
This  may  be  a reason  why  it  is  still  there  and 
why  it  wakes  up  from  the  sleeping  lion  period. 
I am  not  sure  whether  the  people  in  the 
ancient  time  know  anything  about  science 
or  not,  but  I do  know  there  were  a lot  of 
inventions;  such  as  the  compass,  papers,  fire- 
crackers, and  even  the  medicines  and  their 
use. 

History  of  Chinese  Medicine 

The  history  of  Chinese  civilization  dates 
back  many  centuries  before  Pan-Ku  and  Fu- 
Shi,  who  reigned  about  3,000  years  before 
Christ,  followed  by  Shen-Nang,  Hwang-Ti, 
and  others. 

Emperor  Shen-Nang,  who  lived  2,700  B.C., 
is  generally  regarded  as  one  of  the  chief  Gods 
of  Medicine  and  the  origin  of  Chinese  medi- 
cine is  attributed  to  him  by  the  ancient  leg- 
ends. He  is  said  to  have  taught  his  subjects 
the  cultivation  of  plants  and  the  use  of  agri- 
cultural implements.  He  is  also  thought  to 
have  been  the  first  one  to  taste  herbs  and  to 
compile  an  herbal,  in  which  more  than  one 
hundred  remedies  are  mentioned. 

Emperor  Hwang-Ti,  2,698-2,599  B.C.,  is  not 
only  the  inventor  of  the  compass  for  fighting 
in  the  fog,  but  also  wrote  a medical  book 
called  “Nai-Cling,”  (Internal  Medicine). 

Pien-Chiao  was  a famous  physician  and 
was  born  at  the  end  of  the  Chow  Dynasty, 
about  200-300  B.C.  He  made  observations 
about  the  heart  and  brain.. 

Chang  Chung-Ching,  called  the  Chinese 
Hippocrates,  who  flourished  about  170  A.D., 
wrote  a book  on  infectious  diseases  and  par- 
ticularly mentioned  typhoid  fever.  This  was 


Joachim  C.  Ch’ih,  M.D. 
in  the  Han  Dynasty. 

The  Han  Dynasty  lasted  from  206  B.C.  to 
220  A.D.  Besides  the  above  mentioned  phy- 
sician, C.  C.  Chang,  there  were  a couple  of 
small  medical  books,  Su-Wen  (Plain  Ques- 
tions) and  Ling-Shu  (Mystical  Gate).  Ana- 
tomical treatises  were  written  by  some  other 
physicians. 

Hwa-Tow  is  the  last  famous  physician  in 
the  Han  Dynasty,  who  appears  to  have  been  a 
great  surgeon  and  lived  about  the  second 
century.  He  was  one  of  the  great  exponents 
of  acupuncture  and  it  was  he  who  first  pre- 
scribed physical  exercise. 

Sun,  Shih-Miao  is  one  of  the  six  Gods  of 
Medicine  who  lived  about  620  A.D.,  Tan  Dy- 
nasty. He  published  thirty  volumes  on  medi- 
cine. 

Usually,  in  every  dynasty,  there  was  one 
Imperial  Medical  College  or  Academy,  where 
gathered  the  best  Chinese  doctors  for  further 
study.  When  the  Emperor  or  his  family  be- 
came sick,  they  could  call  for  the  doctors  and 
sometimes  their  attendants  to  visit.  Several 
books  had  to  be  studied  in  the  college  such 
as,  Golden  Mirror  (40  volumes),  Hwang-Ti’s 
Nai-Ching,  Chang’s  Infectious  Diseases,  Sun’s 
30  Volumes  of  Medicine,  Book  of  the  Pulse, 
Secrets  of  the  Pulse,  Pen-Chiao-Kang-Mu 
(52  volumes)  including  all  of  the  Pharma- 
cology, and  some  acupuncture  books. 

Characteristics  of  Chinese  Medicine 

Here  the  words  “Chinese  Medicine”  does  not 
have  the  same  meaning  and  science  as  used 
in  the  Western  Countries.  It  is  not  only  used 
by  China,  but  also  countries  about  China, 
such  as  Korea,  Japan,  Veitanam,  Siam,  Liaos, 
Cambodia,  and  even  in  Burma.  Science  may 
or  may  not  be  included  but  mostly  it  consists 
of  theories,  experience,  physiology  and  ana- 
tomy. We  need  not  dwell  on  the  first  stage, 


140 


June,  1965 


Medical  Culture  and  Philosophy  of  China — Ch’ih 


because  it  was  largely  magic  and  demonic. 

The  second  period  of  Chinese  medicine  is 
based  on  contemporaneous  philosophy  and 
cosmology.  There  was  developed  an  empirical 
and  popular  medicine  founded  on  expert 
knowledge  of  vegetable  drugs. 

The  concept  of  Chinese  pathology  is  derived 
from  two  main  principles,  Yin  (negative 
charge)  and  Yang  (positive  charge),  and  five 
characters:  Chin  (gold),  Mu  (wood),  Swei 
(Water),  Hoa  (fire),  and  Tu  (earth).  The 
chief  cause  of  all  diseases  is  a disharmony  in 
their  equilibrium  or  an  arrest  of  their  flow 
(yin  and  yang).  The  two  principles  create 
and  destroy  personified  energy  and  dissolution, 
and  effluvium  or  humors  are  the  result  of  a 
disturbance  in  the  balance  of  the  two  cosmic 
forces.  Secondly,  all  the  organs  or  tissues 
are  identified  with  those  five  characters.  They 
can  help  each  other  and  they  can  destroy  each 
other,  too.  For  instance,  wood  can  help  the 
fire  or  water  can  destroy  the  fire.  Kidney  is 
characterized  by  water,  heart  is  characterized 
by  gold,  and  liver  is  characterized  by  fire. 

Anatomy  studies  are  based  on  the  idea  of 
natural  philosophy,  without  regard  for  actuali- 
ties. The  teaching  of  Confucius,  according  to 
which  the  body  is  sacred  and  cannot  be 
touched  or  destroyed,  has  hindered  the  study 
of  anatomy.  Of  course,  the  main  organs  as 
the  heart,  liver,  spleen,  brain,  stomach,  in- 
testines or  pancreas,  are  known  about,  but  not 
in  detail. 

Regarding  physiology,  Hwang-Ti’s  Nai- 
Ching  said  the  heart  regulates  all  the  blood 
in  the  body.  The  blood  current  flows  continu- 
ously in  a circle  and  never  stops.  There  is 
more  about  the  other  systems,  but  there  was 
never  a demonstration. 

Diagnosis  is  dominated  by  the  theory  of 
the  pulse  in  a very  complicated  way.  The 
human  is  likened  to  a chord  instrument,  of 
which  the  different  pulses  are  the  chords. 
The  harmony  or  discord  of  the  organisms  can 
be  recognized  by  examining  the  pulse,  which 
is  thus  fundamental  for  all  medicine.  It  is 
examined  usually  in  both  wrists  because  the 
pulse  on  the  right  and  left  refer  to  different 
places.  The  physician  has  to  use  three  fingers 


to  check  the  pulse  rate,  intensity,  character, 
tension,  rhythm,  pressure  and  other  specili- 
ties.  Occasionally,  they  do  check  the  pulse 
elsewhere. 

The  better  class  of  Chinese  physicians  not 
only  check  the  pulse,  but  also  inquire  as  to 
the  history,  look  at  the  color,  and  inspect  for 
something  that  might  have  happened.  As 
soon  as  the  doctor  finishes  the  examination, 
he  has  to  explain  to  the  patient  or  the  family 
what  is  wrong  with  the  patient  and  then  write 
out  a prescription.  I still  remember  a funny 
explanation  that  went  like  this,  “upper  part, 
cold  accumulated;  lower  part,  heart  accumu- 
lated, and  cold-heat  combined  together  and 
obstructed  in  the  middle.” 

They  do  not  have  the  laboratory  check-up, 
but  they  do  pay  attention  to  some  of  it;  such 
as,  the  character  of  the  sputum,  pus,  urine  or 
stools. 

Treatment  is  mostly  based  on  how  to  get 
the  balance  of  both  positive  and  negative 
charges,  and  how  to  harmonize  the  five  char- 
acters. There  is  a book  named  Pen-Ch’ao- 
Kang-Mu  that  includes  52  volumes,  in  which 
there  are  almost  two  thousand  prescriptions 
with  explanations  given.  Most  of  them  are 
herbal  medicines,  but  there  may  be  included 
some  minerals,  insects,  and  animal  organs, 
because  they  believe  that  the  kidney  of  the 
animal  can  treat  the  human  kidney  trouble, 
the  stomach  can  treat  the  stomach  trouble, 
and  so  on. 

There  is  a special  knowledge  of  acupunc- 
ture, but  usually  they  use  the  needles  alone 
without  any  medicine.  Sometime  they  burn 
the  needles  and  sometimes  they  do  not.  Some 
needles  are  made  of  silver  and  some  are  made 
of  gold.  They  do  have  theory  and  knowledge, 
describing  how,  where  and  when  they  can 
put  the  needle.  Occasionally,  they  use  the 
result  for  diagnosis.  The  good  physician, 
surprisingly,  could  even  cure  cholera  by 
needles  in  the  elbow,  without  any  medicine 
or  fluid  replacement. 

In  the  Han  Dynasty,  200  B.C.-220  A.D., 
there  were  a couple  of  surgeons  capable  of 
performing  brain  surgery,  with  methods  for 
wound  treatment.  Operations  for  harelip  was 
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started  in  the  9th  Century.  The  Chinese 
Emperors  did  not  like  to  keep  the  male 
employees  in  the  palace,  but  because  they 
were  needed,  they  had  the  physicians  castrate 
them.  This  was  a kind  of  surgery  started 
1,000  years  B.C. 

Otherwise,  they  did  have  secret  prescrip- 
tions for  many  kinds  of  illnesses,  including 
secret  prescriptions  for  fractures  or  carbuncles. 
Only  one  male  offspring  could  get  these 
secrets  from  the  father  physician. 


Recent  Medicine 

Medical  study  stopped  in  the  Tang  Dy- 
nasty, (800  A.D.).  Then  moved  again  in  the 
Yuan  Dynasty:  (the  Mongolians,  Chengkis- 
kan)  of  the  13th  Century.  The  medical  ex- 
amination was  introduced  300-400  years  ago. 
The  complicated  system  of  study  for  medical 
students,  the  formation  of  medical  schools, 
and  western  medicine  went  into  China  just 
about  that  time.  But  the  traditional  Chinese 
medicine  still  has  its  place. 


REGIONAL  MEDICAL  PUBLICATIONS 

(Continued  from  Page  135) 

of  journals,  editorial  objectives,  responsibili- 
ties of  medical  associations,  and  medical 
schools’  publications. 

Content  of  journals 

Regional  publications  should  encourage 
printing  of  local  conferences,  meetings,  forums, 
case  reports,  speeches  and  occasionally,  if  time 
and  efficient  editing  be  applied,  seminars  and 
clinico-pathological  conferences. 

County  bulletins,  borough  newsletters,  state 
society  or  medical  school  publications,  all 
should  publish  local  news  features,  committee 
reports,  minutes  of  business  meetings,  lists 
of  awards  and  prizes,  and  memoirs,  which  are 
valuable  as  historical  records. 

Editorial  objectives 

Medical  Editors  should  be  unified  in  a 
“working  group”  in  order  to: 

1.  Avoid  unnecessary  duplications. 

2.  Give  excellent  coverage  to  specific  spe- 
cialties rather  be  competitive. 

3.  Supervise  training  of  technical  assist- 
ants and  copyreaders.  This  is  aimed  to  a 
specific  paramedical  specialty.  This  project 
could  receive  financial  support  from  research 
grants  (since  publication  of  results  is  essen- 
tial to  research  and  investigation). 

4.  Establish  standards  for  publication — to 
prevent  overwriting  and  to  prevent  perpetua- 
tion of  unreliable  data. 

5.  Verify  that  each  article  has  a clear  fac- 
tual summary  as  well  as  an  efficient  title. 


6.  Assist  the  author  in  revisions  whenever 
possible. 

Responsibilities  of  medical  associations 

Within  limits,  medical  associations  should: 

1.  Encourage  regional  medical  publications 
by  establishing  superior  editorial  standards 
and  provide  sufficient  funds  by  stipend  and 
grants  for  consultant  writers  and  for  teachers 
of  communication. 

2.  Educate  the  reading  audience  by  adding 
criticism,  discussions,  rebuttals  and  editorial 
comments  to  published  articles. 

3.  Use  abstract-summaries  of  article  orig- 
inally published  elsewhere  which  are  of  in- 
terest to  their  readers  instead  of  getting  a 
new  full  length  article  on  the  same  subject. 

Medical  school’s  publications 

Every  Medical  School  should: 

1.  Have  a publication  committee  and  a 
medical  journal. 

2.  Include  the  subject  of  “communications” 
in  the  curriculum  not  only  to  teach  students, 
but  also  to  teach  teachers. 

3.  Guide  the  student  towards  good  habits 
in  retrieval  of  information,  recording  of  data 
and  statistics  and  use  of  language  for  accuracy, 
brevity  and  clarity. 

4.  Teach  students  to  write  a clear  report 
to  a colleague,  an  accurate  “history  and  phy- 
sical” as  well  as  to  be  able  to  communicate 
with  the  public,  even  to  the  point  where  the 
physician  can  be  understood  by  the  individ- 
ual patient. 

References  will  be  supplied  by  the  Journal  on  request. 
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THE  HOSPITAL  MERGER  PROPOSAL 


Not  infrequently  it  is  necessary  to  write  about  problems  facing  the  pro- 
fession before  the  voice  of  the  membership  has  been  heard  and  one  can  he 
sure  just  what  the  consensus  of  opinion  is  on  a particular  issue.  This  is  the 
situation  I find  myself  in  regarding  the  Proposal  which  has  been  presented 
for  the  merger  of  the  Delaware,  Memorial,  and  Wilmington  General 
Hospitals. 

It  is  known  to  all  of  us  that  the  suggestion  for  merger  has  been  under 
discussion  and  careful  study  for  well  over  a year  and  a half.  Out  of  the 
discussions  and  study  has  come  the  Proposal  from  the  Joint  Hospital 
Management  Committee  which  clearly  demonstrates  the  rationale  behind 
their  recommendations  for  a total  corporate  merger  involving  Trustees, 
Medical  Staffs,  and  Administrations.  The  opportunity  for  a significant 
forward  step  is  presented  and  the  picture  is  carefully  drawn  of  the  potential 
gains  which  the  creation  of  a Wilmington  Medical  Center  will  make  possible. 

From  the  point  of  view  of  the  medical  profession,  the  most  significant 
gain  is  to  be  found  in  the  possible  elevation  of  educational  standards  and 
the  opportunity  for  the  development  of  an  intern  and  residency  program 
so  vital  to  our  continuing  progress  in  services  to  the  Delaware  community. 

As  this  page  is  being  written  the  members  of  the  Medical  Staffs  of  the 
three  hospitals  are  expressing  their  opinions  for  or  against  merger  in  a ballot 
which  has  been  distributed  by  each  institution.  It  is  to  be  hoped  that  all 
of  us  will  base  our  individual  decision  upon  a well-informed  assessment  of 
the  Proposal  for  Merger  as  written  and  circulated  to  all  members  of  each 
Medical  Staff.  In  all  probability,  an  informed  vote  will  result  in  approval 
because  the  arguments  in  favor  of  merger  far  outweigh  those  against  it.  If 
Medical  Staff  approval  is  forthcoming  and  each  of  the  Boards  of  Trustees 
concur  in  that  approval,  we  will  be  faced  with  many  problems  and  decisions 
in  the  future.  These  are  not  insurmountable,  however,  and  should  be 
regarded  as  an  inspiring  challenge  for  medical  profession  leadership. 

It  is  obvious  from  the  foregoing  that  your  President  is  personally  in 
favor  of  merger.  I trust  that  my  hopes  in  this  regard  will  be  supported 
by  the  majority  of  those  physicians  voting  on  the  Proposal. 
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PERIODIC  HEALTH  EXAMINATIONS 

Two  journals  came  across  the  desk  this 
week  containing  editorials  which  while  not 
directly  related  might  well  be  considered  to- 
gether. 

The  May  31  issue  of  JAMA  noted  that  in 
1923  the  American  Medical  Association  ap- 
proved in  principle  the  “periodic  health  ex- 
amination” and  in  1959  published  a suggested 
procedure  for  such  examinations.  The  edi- 
torial bemoans  the  fact  that  an  individual 
going  to  several  different  physicians  for  os- 
tensibly the  same  thing  may  well  end  up  with 
two  entirely  different  products.  Much  of 
this  naturally  may  be  traced  to  the  physician’s 
individual  interest  or  “subspecialty.”  The 
hematologist  might  perform  an  entirely  dif- 
ferent examination  than  the  gastroenterol- 
ogist, and  both  of  these  might  differ  consider- 
ably from  the  examination  performed  by  the 
general  surgeon. 

It  seems  reasonable  that  there  should  be 
some  basic  concept  of  what  is  to  be  covered 
in  a “periodic  health  examination”  and  that 
all  physicians  purporting  to  offer  this  valuable 
service  should  adhere  to  at  least  a basic  mini- 
mum of  diagnostic  workup. 

The  second  journal  was  Current  Medical 
Digest  which  carried  an  editorial  by  our  old 
friend  Dr.  Julian  A.  Sterling  of  Philadelphia. 
This  editorial  had  been  reprinted  from  the 
American  Journal  of  Gastroenterology  42: 
549,  1964,  entitled  “Diagnostic  Methods  and 
Techniques,”  it  is  brief  and  to  the  point  and 
is  summed  up  in  their  by-line:  The  Machines 
are  as  good  as  the  people  who  use  them  . . . 


all  are  subject  to  errors  of  observation  and 
interpretation. 

Dr.  Sterling  points  out  the  tremendous 
number  of  laboratory  tests  performed  in  the 
average  hospital  in  1965.  Dr.  Sterling  states 
the  purpose  of  laboratory  and  monitoring 
techniques  is  to  make  more  information  avail- 
able to  the  clinician.  He  deplores  the  fact 
that  these  procedures  have  tended  to  isolate 
the  patient  from  his  physician.  He  points 
out  the  possibility  of  error  in  a technique, 
a piece  of  equipment,  and,  perhaps  most  im- 
portant, in  the  interpretation  of  the  results. 
He  sums  this  up  by  stating  the  truism  that 
machines  are  as  good  as  the  people  who  use 
them. 

The  inter-relation  of  these  editorials  is 
obvious.  The  benefit  received  by  the  patient 
who  is  seen  periodically  by  his  physician  who 
takes  a thorough  history,  does  a thorough 
physicial  examination,  and  has  performed 
indicated  laboratory  procedures  should  be 
obvious.  This,  indeed,  should  be  the  back- 
bone of  the  periodic  health  examination,  but 
all  too  frequently  the  patient  who  receives 
such  a thorough  examination  is  felt  to  be  left 
out  when  he  hears  about  the  barrage  of  labor- 
atory procedures  performed  on  his  friends. 
Too  frequently,  the  periodic  health  examina- 
tion today  consists  mainly  of  laboratory  ex- 
aminations with  an  all  too  brief  time  for 
explanation  so  that  the  examinee  leaves  the 
physician  in  a state  of  confusion  regarding 
his  health,  and  the  significance  of  the  labor- 
atory test. 

Let  us  attempt  to  establish  a better  balance 
between  history,  laboratory  tests,  and  pa- 
tient enlightenment. 
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AEC  Simplified  The  Atomic  Energy  Commission  has  issued  a general  license,  which 

Regulations  requires  no  application  to  the  Commission,  for  the  use  of:  1)  Iodine  131 

in  the  form  of  sodium  iodide  for  measurement  of  thyroid  uptake;  2) 
iodine  125  and  iodine  131  as  iodinated  human  serum  albumin  for  deter- 
mination of  blood  and  blood  plasma  volume;  3)  Cobalt  58  and  Cobalt  60 
for  measurement  of  intestinal  absorption  of  cyanocobalamin  and  4) 
chromium  51  as  sodium  radiochromate  for  determination  of  red  blood 
cell  volumes  and  survival  time.  The  physician  must  first  register  with 
the  Commission.  After  receipt  of  an  AEC  registration  number  he  may 
procure  the  radio-pharmaceuticals  from  commercial  suppliers  for  human 
use. 

Measles  Vaccine  The  National  Disease  and  Therapeutic  Index  asks:  “Why  aren’t  the 
currently  available  measles  vaccines  prescribed  more  widely?”  Interview- 
ing 400  physicians,  NDTI  learned  that  a substantial  number  of  physicians 
(50%)  do  not  consider  measles  serious  enough  to  warrant  immunization 
on  the  same  basis  as  polio,  diphtheria,  tetanus,  and  smallpox.  Survey 
results  indicate  that  only  70%  of  physicians  believe  that  all  children 
under  six  should  receive  the  vaccine — a large  number  still  feel  that 
children  should  acquire  natural  immunity  from  the  disease  itself.  Ques- 
tioned about  the  need  for  measles  vaccine  among  adults,  only  40%  felt 
that  the  injections  were  indicated.  Time  (February  19,  1965)  reported 
that  “only  7 million  U.S.  children  had  been  vaccinated  against  measles — 
leaving  20  million  susceptible  youngsters.”  The  NDTI  in  its  nation-wide 
survey  found  that  physicians  had  given  an  estimated  8 million  inoculations 
of  measles  vaccines  since  their  introduction  in  1963.  Pediatricians  account 
for  54%  of  this  volume  GP’s  44%  and  other  specialists  the  remaining  2%. 

The  American  Academy  of  Pediatrics  urges  members  to  make  routine 
immunization  of  all  children  with  measles  vaccine.  They  have  indorsed 
the  five  immunization  schedules  outlined  by  the  USPHS  Committee  on 
Immunization  Practices.  These  include  live  attenuated  vaccine,  plus 
measles  immune  globulin,  live,  further  attenuated  vaccine,  inactivated 
vaccine,  and  inactivated  vaccine  followed  by  live  attenuated  vaccine. 

Brief  Briefs  * “Reviews  of  Medical  Motion  Pictures” — is  now  available  on  request 

from  the  AMA  Film  Library,  535  North  Dearborn  Street,  Chicago.  The 
publication  is  not  a list  of  films  approved  or  disapproved  by  the  AMA. 
It  offers  an  unbiased  evaluation  of  motion  pictures  available  to  the 
medical  profession  and  reprints  of  all  reviews  published  in  the  JAMA. 

• The  cause  of  primary  atypical  pneumonia,  unknown  18  years  ago,  was 
thought  to  be  a virus.  An  experimental  vaccine  against  primary  atypical 
pneumonia  being  developed  by  Pfizer  scientists  has  shown  promise  in 
animal  tests.  Further  studies  are  being  made  with  eventual  human  trials 
projected. 

In  The  News  Verna  Stevens- Young,  M.D.,  was  elected  President  of  the  Delaware 

Obstetrical  Society  . . . William  T.  Reardon,  M.D.,  was  an  instructor  in 
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the  three-day  course  on  hypnosis  sponsored  by  the  International  Institute 
of  Hypnosis  at  the  Park  Sheraton  Hotel,  New  York  City  in  May;  Dr. 
Reardon  was  also  guest  speaker  at  the  annual  luncheon  of  the  Research 
Department  of  the  Hercules  Powder  Co.,  on  June  7 . . . Robert  Water- 
house,  M.D.,  was  elected  a Fellow  of  the  American  College  of  Obstetricians 
and  Gynecologists  . . . W.  Phillip  Portz,  M.D.,  Milford,  was  elected  to  the 
Milford  School  Board  by  an  overwhelming  vote  (Dr.  Portz  is  the  father 
of  nine)  . . . C.  A.  D’Alonzo,  M.D.,  was  guest  speaker  in  May  at  the 
Minnesota  Academy  of  Medicine  and  Surgery,  and  at  the  Mayo  Clinic — 
Section  of  Cardiology  and  Medicine  . . . 

Temporal  Bone 
Bank  Centers 

Three  additional  Regional  Temporal  Bone  Bank  Centers,  sponsored  by 
the  Deafness  Research  Foundation,  have  been  established  to  coordinate 
the  acquisition  and  distribution  of  bequeathed  inner-ear  structures  for  a 
nation-wide  network  of  38  bone  bank  laboratories.  The  new  centers  are 
at:  1)  Baylor  University,  Houston,  Texas;  2)  University  of  California, 
(San  Francisco  Medical  Center);  3)  Johns  Hopkins  Hospital,  Baltimore. 

New  Pamphlets 

“Coronary  Care  Unit,”  (P.H.S.)  the  first  publication  to  describe  special- 
ized intensive  care  units  for  patients  with  acute  myocardial  infarction, 
covers  new  concepts  of  round-the-clock  electronic  monitoring,  staffing 
patterns  for  medical  and  nursing  personnel,  and  outlines  the  nurse  training 
required  for  effective  service  in  the  specialized  unit.  The  brochure  indi- 
cates that  cardiac  standstill  and  potentially  lethal  disturbances  of  heart 
rhythm  can  be  detected  and  treated  properly  in  coronary  care  units. 
Single  copies  are  available  without  charge  from  the  PHS.  Copies  may 
be  purchased  at  20c  a copy  or  $15.00  per  hundred  from  the  Supt.  of 
Documents,  U.S.  Government  Printing  Office,  Washington,  D.C.  20402. 

Mental  Retardation — A Handbook  for  the  Primary  Physician,  and  a copy 
of  the  pamphlet  “ Who  Helps  the  Physician  Help  the  Retarded ” are  avail- 
able through  the  Department  of  Mental  Health,  AM  A,  to  all  physicians 
who  request  a single  copy  on  their  letterheads.  These  reprints  of  the 
article  which  appeared  in  the  January  18  issue  of  JAMA,  are  for  reference 
use  in  the  office  and  are  available  for  general  distribution.  A nominal 
charge  is  made  for  additional  copies. 

Reading  Material 

Today's  Health  Guide,  a manual  for  the  American  family,  is  being  pub- 
lished by  the  AMA.  The  640-page  book,  in  two  colors  will  include 
seventy  chapters — each  dealing  with  an  important  aspect  of  health  in 
the  family.  It  will  be  illustrated  by  hundreds  of  drawings  of  the  organs 
and  systems  of  the  human  body.  A non-profit  venture,  the  book’s  regular 
price  will  be  $5.95,  with  an  introductory  offer  at  $4.95.  It  will  be  dis- 
tributed from  the  AMA  Headquarters  by  mail  order. 

Doctor’s  House 
Call 

The  following  members  have  been  scheduled  speakers  for  June  on  the 
Tuesday  radio  program  (11:05  a.m.  on  WDEL)  sponsored  by  the  Medical 
Society  of  Delaware:  Allston  J.  Morris,  Tuberculosis;  Howard  Wilk, 
Pediatric  Surgery;  Dene  T.  Walters,  “ What  is  an  Emergency ?”; 
Lawrence  Katzenstein,  Acne;  David  E.  Saunders,  Plastic  Surgery. 
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New  Safety  The  newly  organized  Physicians  for  Automotive  Safety  made  a “dignified 

Organization  protest”  before  the  1965  International  Automobile  Show  in  New  York. 

Fourteen  specific  objections  to  current  automobile  design  were  listed. 
The  group  feels  that  defective  automobile  design  is  responsible  for  much 
injury,  disfigurement,  and  disability  and  hopes  to  direct  programs  to 
effect  occupant  protection  in  motor  vehicles.  Membership  inquiries  and 
suggestions  tor  future  actions  should  be  directed  to  Arnold  Constad, 
M.D.,  527  Morris  Avenue,  Springfield,  N.J. 


Suicide  Symposium  The  George  Washington  University  School  of  Medicine  will  conduct  a 
symposium  on  suicide — its  nature,  causes  and  prevention — on  October 
14,  Lisner  Auditorium,  Washington,  D.C.  Suicide’s  cultural  role,  social 
causations,  statistical  importance,  psychodynamics,  treatment  and  pre- 
vention will  be  discussed.  Physicians  and  other  individuals  with  a 
professional  or  scholarly  concern  with  suicide  are  invited. 

Clinical  Notices  The  Rocky  Mountain  Cancer  Conference  will  be  held  in  Denver  on 

And  Meetings  July  16-17  at  the  Brown  Palace  Hotel.  Interested  physicians  may  write 

to:  1809  East  18th  Avenue,  Denver,  Colorado  80218. 

The  AMA’s  16th  National  Conference  on  Disaster  Medical  Care  will  be 
held  at  The  Drake  in  Chicago,  October  30-31.  Four  symposia  will  be 
held:  Care  of  the  Traumatized  Patient,  Disaster  Communications,  Disas- 
ter Planning  and  Industry  and  Disaster  Medical  Resources. 


PHS  Postdoctoral  Fellowships  are  awarded  for  full-time  training..  Results  of  applications 
Fellowships  received  by  September  15  will  be  announced  in  the  winter.  Each  appli- 

cant must  submit  an  application  and  copies  of  college  transcripts.  Those 
interested  may  apply  to:  Career  Development  Review  Branch,  NIH, 
Bethesda,  Md. 


OF  THINGS  PSYCHOLOGICAL 

(Continued  from  Page  132) 

offered  by  Psychological  Services  are  indeed 
mere  drops  of  water  in  the  vast  reaches  of 
an  ocean.  However,  it  is  hoped  that  its  efforts, 
minute  though  they  may  be,  can  be  used  to 
develop  a worthwhile  point  of  view  in  the 
larger  community  by  influencing  thinking  of 
a variety  of  interested  individuals,  some  highly 
skilled,  others  not  so  highly  trained  but  no 
less  interested. 

In  some  instances  the  services  of  this  office 
are  concerned  with  rather  specific  inquiries. 
There  may  be  little  interest  in  other  than  an 
answer  to  a particular  pertinent  inquiry  and 
an  early  recognition  of  problem  behavior  and 
its  treatment.  However,  there  is  question 
whether  the  ultimate  goal  of  promotion  of 
positive  mental  health  practices  will  be  served 
best  in  this  office  by  individual  clinical  serv- 


ice. It  may  be  that  consultation  with  in- 
terested staff  and  other  professional  workers 
and  agencies  is  the  way  of  reaching  greater 
numbers  of  people  and  promoting  interest  in 
and  the  development  of  ways,  techniques, 
methods  of  encompassing  this  great  problem 
of  mental  health  and  hygiene.  To  the  parent 
who  has  a child  with  a particularly  perplexing 
or  disagreeable  problem,  immediate  help  is, 
of  course,  first  consideration.  On  the  other 
hand,  greater  numbers  of  people  will  be 
reached  and  improved  ways  of  dealing  with 
human  behavior  can  result  when  it  is  learned 
how  to  deal  with  such  problems  on  a wider 
base  than  one.  In  the  meantime,  Psycho- 
logical Services  of  the  State  Board  of  Health 
will  lend  itself  to  whatever  areas  of  need  are 
pertinent  whether  it  be  a single  child  and  his 
family,  or  to  program  planning  and  develop- 
ment over  the  whole  state  community. 


References  will  be  supplied  by  the  Journal  on  request. 
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PRESIDENT’S  REPORT — NEW  CASTLE  COUNTY 

Each  year  the  Woman’s  Auxiliary  to  the 
New  Castle  County  Medical  Society  grows  in 
scope  and  depth,  and  this  year  has  been  no 
exception.  My  deepest  thanks  for  their  con- 
stant cooperation  goes  to  my  hardworking 
officers,  without  whose  help  my  success  would 
not  have  been  possible. 

AMA-ERF  has  benefitted  from  many 
sources — making  a total  to  date  of  $773.00. 

The  chairman  of  Archives,  has  done  a 
thorough  housecleaning,  and  a new  system  of 
folders  has  been  put  to  use,  and  a new  pro- 
cedure book  is  being  prepared. 

An  outstanding  eleven-session  course  in 
Medical  Self-Help  was  offered  to  Auxiliary 
members  and  representatives  from  local  clubs 
and  churches  this  year.  This  project  was 
under  the  auspices  of  the  U.S.  Public  Health 
Service  and  the  Delaware  Civil  Defense.  The 
Community  Service  Committee  also  collected 
used  clothing  for  the  Emily  P.  Bissell  Hos- 
pital and  at  Christmas  presented  $50.00  to 
the  Hospital,  and  $25.00  to  the  Florence 
Crittendon  Home  and  the  Delaware  State 
Hospital. 

The  legislation  chairman  organized  the 
Auxiliary  distribution  of  10,000  leaflets,  sent 
by  the  AMA  about  Eldercare,  to  the  offices 
of  400  physicians. 

All  of  our  committees  have  been  working 
very  diligently.  The  Sewing  Committee  has 
been  very  active,  with  a total  so  far  of  628 
articles  completed.  Newark  has  held  eight 
meetings  and  turned  in  190  gowns,  assisted 
at  two  meetings  by  Girl  Scouts;  a very  suc- 
cessful booth  was  conducted  by  the  Mental 
Health  Chairman  at  the  Farnhurst  Fair  in 
the  fall,  and  this  committee  has  delivered 
the  leaflets,  “Milestones  to  Maturity,”  to  all 
New  Castle  County  schools;  this  year  the 
Membership  Committee  promoted  a drive 
hoping  to  get  some  former  members  to  re- 
join, as  well  as  encouraging  new  members. 

This  was  extremely  successful;  the  activities 
of  Operation  Handclasp  have  been  many  and 
varied  this  year.  A “person  to  person”  re- 


lationship with  the  new  doctors’  families  from 
foreign  countries  was  emphasized.  Invita- 
tions were  extended  to  all  of  our  important 
functions,  plus  some  of  our  annual  Wilming- 
ton affairs,  and  we  hope  a general  feeling  of 
warmth  and  friendship  was  extended.  Re- 
visions involved  the  complete  re-writing  of 
the  Constitution  and  By-Laws  this  year.  An 
amendment  concerning  associate  membership 
was  inserted,  and  an  amendment  concerning 
honorary  members  is  being  prepared;  our 
programs  this  year  have  tried  to  carry  out 
the  national  theme  of  “Better  Health,  Better 
World.”  We  heard  speakers  on  “Alcoholism,” 
“Medicine  and  Religion,”  “The  Brandywine 
Valley,”  “Gardening,”  and  “Medical  Man- 
power and  Money.”  Again  this  year,  the 
Auxiliary  was  the  recipient  of  a prize  at  the 
Table  Topic  Tea.  They  designed  a “Party 
for  the  Ship  HOPE”  table  which  won  second 
popular  prize  of  $35.00,  and  honorable  men- 
tion from  the  judges. 

The  Ways  and  Means  Committee  has  re- 
ported on  our  two  successful  affairs.  The 
chairman  of  the  dance  was  able  to  procure 
a delicious  dinner  since  the  Board  decided 
to  make  the  dance  social  rather  than  fund- 
raising. There  was  a surplus  of  $83.76,  which 
was  donated  to  the  Emily  P.  Bissell  Hospital. 
The  dance  was  held  in  the  DuBarry  Room  of 
the  Hotel  DuPont;  the  Dessert-Bridge-Fash- 
ion Show  was  held  at  the  DuPont  Country 
Club.  Fashions  were  by  the  Purple  Door, 
and  the  Auxiliary  members  served  as  models. 
The  proceeds  of  $809.00  were  contributed  to 
nurses’  scholarships.  The  proceeds  from  the  | 
Bake  Table  amounted  to  $52.00  to  be  added 
to  our  AMA-ERF  fund. 

As  we  come  to  the  end  of  this  Auxilary 
year,  I want  to  thank  you  for  the  honor  and 
experience  of  being  your  president.  I predict 
even  more  active  and  stimulating  years  ahead, 
and  I can  think  of  no  one  more  qualified  to 
lead  you  than  our  dedicated,  in-coming  Presi- 
dent— Joan  Whitney. 

Mrs.  AUston  J.  Morris 
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MANAGEMENT  OF  BURNS  IN  CHILDREN* 


• The  more  important  aspects  of  burn  therapy  in  children 
is  presented  here  with  emphasis  on  fluid  therapy,  psycho- 
logical factors  involved,  immunological  and  bacteriological 
factors  present  and  surgical  treatment. 


MODERATOR: 

Albert  R.  Greenfeld,  M.D. 


Incidence  and  Importance 

Dr.  Greenfeld:  Burns  are  obvious,  their 
treatment  urgent.  Since  recorded  history 
they  have  received  a host  of  therapeutic  mea- 
sures. Local  measures  have  included  searing, 
animal  excreta,  tannic  acid,  etc.  Systemi- 
caliy,  burn  shock  was  treated  by  the  unphy- 
siologic  measure  of  alcoholic  vasodilatation, 
and  in  modern  times  by  an  amount  of  blood 
now  considered  sufficient  for  five  to  ten  severe- 
ly burned  patients.  Historically,  and  ironically, 
when  modality  of  treatment  appears  estab- 
lished, even  by  modern  scientific  methods, 
e.g.  a formula  for  fluid  and  electrolyte  ther- 
apy, doubt  occurs,  then  skepticism  and  finally 
a complete  re-appraisal. 

Every  aspect  of  burn  therapy  is  in  a state 
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PANEL:  Charles  L.  Miller,  M.D. 

Robert  0.  Y.  Warren,  M.D. 

Herman  Rosenblum,  M.D. 

Richard  Lennihan,  Jr.,  M.D. 

of  upheaval  today.  From  the  local  care  of 
the  wound  to  the  use  of  the  artificial  kidney, 
and  even  to  such  a seemingly  routine  matter 
as  the  insertion  of  a Foley  catheter. 

A major  burn  taxes  all  the  community’s 
medical  facilities — doctors,  nurses,  laboratory, 
hospital  personnel.  It  is  a heartbreak  and  at 
times  a tragedy  to  the  patient  and  the  family. 
Narrow  the  burn  population  to  the  infant 
and  the  child  and  the  care  and  the  problems 
become  magnified,  and  if  not  approached 
systematically  and  objectively,  overwhelming. 

How  important  are  burns  in  children?  Ac- 
cidents are  the  leading  cause  of  death  in 
children  ages  one  to  fourteen.  Burns  are 
second  only  to  auto  accidents  in  incidence. 
Burns  cause  more  deaths  than  pneumonia, 
congenital  anomalies,  carcinoma,  tuberculosis, 
leukemia,  and  heart  disease.  In  1948,  30% 
of  all  burns  in  the  United  States  and  43% 
of  all  burns  in  England  were  in  children.  Not 
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only  is  the  incident  common  in  childhood, 
but  it  also  carries  a higher  morbidity  and 
mortality  rate  than  in  the  adult  population. 
Fifty  percent  of  children  with  over  50%  body 
surface  burned,  still  die.  Once  afire,  it  is  very 
easy  to  receive  a 50%  body  burn.  The  mor- 
tality is  much  higher  in  infants,  where  a minor 
burn  may  be  fatal. 

Fortunately,  pessimism  is  not  the  rule  in 
burn  therapy;  re-appraisal  is.  If  formulas 
for  fluid  and  electrolyte  therapy  have  pitfalls, 
what  then?  If  infection  is  still  rampant  after 
the  second  week,  how  to  prevent  it?  Emo- 
tional scars  occur  and  behavior  problems  in- 
terfere with  good  therapy — how  to  prevent 
these?  What  should  the  pediatrician  and  the 
surgeon  do  and  when?  These  are  all  questions 
which  every  physician  who  has  cared  for  a 
burned  infant  or  child  has  asked  himself  and 
which  at  least,  in  part,  the  panel  this  morn- 
ing is  going  to  try  to  answer  for  us. 

Dr.  Miller  is  to  begin  with  the  initial  step, 
the  replenishment  of  fluid  and  electrolytes,  in 
order  to  avoid  shock  and  maintain  internal 
homeostasis  compatible  with  life. 

Fluid  and  Electrolyte  Therapy 

Dr.  Miller:  Burns  are  among  the  most  com- 
mon accidental  injuries  of  children,  and  when 
extensive,  can  have  mortality  rates  in  excess 
of  50%.  When  the  burned  area  involves 
more  than  20-30%  of  the  body  surface,  the 
acute  trauma  is  associated  with  a period  of 
hypotension  and  circulatory  disturbance  char- 
acterized as  a shock-like  state.  Subsequently, 
circulatory  changes  in  such  vital  organs  as 
the  brain  and  kidneys,  a tendency  for  accu- 
mulation of  fluids  in  the  burned  areas,  seep- 
age from  the  traumatized  surface,  and  second- 
ary adjustments  of  extracellular  and  intra- 
cellular fluids  to  both  injury  and  supportive 
therapy  can  lead  to  marked  distortions  of 
water  and  electrolyte  metabolism.  The  de- 
rangement in  the  body  fluids  contribute  to 
the  high  mortality  in  the  first  2-3  days  after 
the  burn. 

Although  I am  not  an  expert  by  experience 
in  the  treatment  of  burns,  I feel  qualified  to 
speak  about  it  because  those  who  are  more 
experienced  are  in  disagreement.  There  is 


much  controversy  and  criticism  of  former 
methods  of  handling  the  medical  care  of  the 
burned  patient.  I would  like  to  present  the 
standard  methods  of  handling  fluid  needs, 
and  bring  up  for  further  discussion  some  of 
the  present-day  thoughts  and  trends. 

Therapy  of  the  burned  child  is  similar  to 
that  of  the  adult,  but  with  major  differences. 
Age  and  size  are  important.  For  example, 
a 15%  burn  in  a child  (6-12  age  group),  is 
comparable  in  severity  with  a 20%  burn  in 
an  adult.  A burn  in  a smaller  child  is,  of 
course,  more  serious,  and  a small  child  with 
as  little  as  8%  burn  may  need  intravenous 
therapy.  One  of  the  major  principles  with 
any  severe  burn  is  that  oral  intake  is  to  be 
avoided  for  the  first  24-48  hours — even  if  the 
child  appears  to  have  the  ability  to  swallow 
when  he  is  first  admitted  to  the  hospital. 
Gastric  dilatation  is  more  common  in  children 
following  burns.  There  is  often  edema  of  the 
esophagus  and  stomach,  as  well  as  the  trachea 
and  bronchial  tubes  from  deep  inhalation  of 
smoke-heated  air.  Because  of  a lack  of  ac- 
ceptable veins,  with  extensive  burns  in  a 
child,  a cutdown  is  usually  necessary.  The 
first  step  in  calculating  the  fluid  needs  of  the 
burned  child  will  of  course  depend  on  the 
estimated  extent  of  the  burned  area.  I think 
the  “rule  of  nines”  is  pretty  well  accepted  as 
a good  judgment  of  the  per  cent  of  body 
surface  burn  if  the  child  is  well  developed. 
The  head  and  each  arm  is  considered  as  9% 
of  the  body  surface  area;  9%  is  given  to  the 
front  and  back  of  each  leg;  the  chest  and 
back  are  each  given  18%.  However,  this 
should  be  modified  for  a small  child.  For  a 
child  under  the  age  of  5 years,  approximately 
twice  the  surface  area  should  be  allowed  for 
the  head,  and  half  that  for  the  legs.  There 
are  many  other  factors  influencing  the  use  of 
fluids.  One  is  the  rapid  loss  of  fluid  and  elec- 
trolytes from  the  capillaries  into  the  skin 
and  subcutaneous  tissues.  There  is  also  a 
large  loss  of  plasma  proteins,  although  this  is 
slower  and  spread  over  a 2-3  day  period,  or 
longer.  There  is  also  a severe  anemia  in  any 
extensive  third  degree  or  second  degree  burn. 
There  is  a primary  loss  of  red  cells  from 
destruction,  but  there  is  also  a secondary 
loss  due  to  inability  to  manufacture  blood 
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because  of  the  general  debility  of  the  child., 
a low  plasma  protein  and  toxic  factors  that 
affect  the  bone  marrow,  all  leading  to  marrow 
depression.  Ten  to  15%  of  the  red  blood 
cell  mass  can  be  lost  in  the  first  48  hours 
with  severe  burns.  There  is  also  decreased 
renal  function,  especially  in  the  first  24-48 
hours.  This  is  followed  in  the  next  3-4  days 
by  increased  urinary  output,  reaching  a maxi- 
mum on  the  third  and  fourth  day.  There  is 
a massive  retention  of  sodium  and  water  in 
the  first  24-48  hours,  due  to  mixed  factors, 
some  of  which  are  unknown,  but  mainly  due 
to  renal  retention  and  decreased  urinary  out- 
put. This  may  be  secondary  to  large  amounts 
of  stress  hormones  that  are  elaborate;  there 
is  a concomitant  extra  loss  of  potassium. 

Fluid  needs  are  important  immediately  to 
counteract  shock  and  hypovolemia,  but  they 
have  been  overstressed;  too-strict  adherence 
to  the  usual  formulas  leads  to  massive  edema 
which  further  complicates  the  course.  It  has 
been  said  that  certain  amount  of  fluid  should 
be  used  to  keep  the  urinary  output  above  a 
certain  rate.  This  has  been  found  not  to  be 
a really  reliable  guide,  and  urinary  output 
cannot  be  used  as  a sole  criterion  of  how  much 
fluid  should  be  used.  It  is  a help,  but  each 
patient  has  to  be  individualized;  a certain 
formula  and  a certain  amount  of  urinary  out- 
put are  not  enough  to  calculate  the  fluids.  The 
important  thing  we  are  learning  nowdays  is 
that  we  should  not  overload  the  patient  with 
salt;  something  often  done  in  the  past.  A 
number  of  calculations  can  be  used.  First  of 
all,  there  is  the  formula  that  has  been  used 
for  years  and  is  based  on  long-term  experience 
with  large  numbers  of  burned  patients. 

The  standard  Evans  formula  is:  1 cc.  of 
colloid,  and  1 cc.  of  electrolyte  per  kilogram 
per  percent  burn,  plus  200  cc  of  5%  glucose 
in  water  per  kilogram  up  to  a maximum  of 
2000  cc.;  this  for  the  first  24  hours.  It  has 
been  said  that  this  should  be  maintained  to 
keep  the  urine  volume  above  an  average  of 
20-25  cc.  per  hour.  The  type  of  fluid  varies, 
depending  on  the  situation  and  the  philosophy 
and  experience  of  the  physician.  How  much 
blood,  how  much  plasma,  and  how  much  dex- 
tran  are  used  are  determined  by  the  hemato- 


crit. It  is  generally  said  that  if  the  hemato- 
crit is  over  60%,  dextran  is  the  best  fluid  to 
use.  If  it  is  under  40%,  whole  blood  should 
be  used.  In  between,  mixtures  of  blood  and 
plasma  are  used.  The  electrolyte  should  be 
either  normal  saline  or  a mixture  of  approxi- 
mately two-thirds  normal  saline  and  one-third 
sodium  bicarbonate,  plus  glucose  in  water. 
In  the  second  24  hours,  approximately  half  of 
the  total  of  electrolytes  is  used,  and  the  same 
amount  of  glucose  and  water.  However,  in 
the  past,  this  form  of  treatment  has  led  to 
large  amounts  of  edema  in  the  majority  of 
severely  burned  children,  and  it  has  found 
disfavor  with  many  investigators.  Unfortun- 
ately, there  are  not  any  large  series  from 
which  to  obtain  new  data  and  it  is  not  certain 
what  should  be  done  differently.  Metcalf 
reported  a study  in  1961,  but  his  series  is  un- 
fortunately quite  small — 6 patients — and  on 
only  4 of  them  did  he  have  balance  study 
data.  He  showed  massive  over-hydration 
with  the  usual  treatments.  He  measured  the 
fluid  and  electrolytes  that  were  lost  on  the 
burned  surface  by  calculating  from  a small 
area  of  one  surface  and  using  this  as  a pro- 
portion of  the  amount  for  the  rest  of  the 
body.  He  measured  urinary  outputs  during 
the  balance  studies  and  showed  that  in  the 
first  24  hours  there  was  a tremendous  over- 
dosage of  salt  and  water  with  the  usual 
formulas.  There  is  a decreased  urinary  out- 
put and  no  matter  how  much  fluid  is  given, 
the  kidneys  will  put  out  a certain  amount  of 
urine  in  the  first  24-48  hours.  If  less  fluid 
and  electrolyte  is  given  in  the  first  24  hours, 
one  is  in  better  shape,  because  one  can  in- 
crease the  quantity  as  the  urinary  output  in- 
creases. Metcalf  didn’t  give  any  definite  form- 
ulas, but  the  most  important  point  is  that  the 
patient  has  to  be  individualized  and  we  should 
net  rely  on  any  standard  formula  as  the  per- 
fect guide.  I would  suggest  starting  with  the 
standard  formulas,  modifying  them  somewhat 
to  use  perhaps  half  to  two-thirds  the  amount 
of  sodium  and  water  that  is  recommended.  Fol- 
low the  child’s  clinical  course.  One  has  to 
consider  the  urinary  volume,  of  course,  but 
one  also  has  to  consider  the  amount  of  edema 
formation  and  frequently  recheck  the  child’s 
general  condition.  The  course  may  have  to 
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be  altered  frequently  in  the  first  24-48  hours, 
and  if  the  urinary  output  increases  after  this 
period,  more  fluid  should  be  given  in  appropri- 
ate amounts.  There  is  also  a large  loss  of 
potassium  in  the  first  2-3  days;  once  urinary 
output  is  established,  larger  amounts  of  po- 
tassium are  needed  than  have  been  recognized 
in  the  past. 

So  much  for  the  general  principles  of  fluid 
and  electrolyte  therapy — I will  leave  the  rest 
of  the  discussion  for  the  surgical  standpoint, 
and  perhaps  in  the  discussion  period  we  can 
bring  out  some  differences  of  opinion  in  some 
of  the  people  who  have  had  experience  with 
burns. 

Dr.  Greenfeld:  Thank  you,  Dr.  Miller,  for 
the  excellent  simplification  of  a seemingly 
complicated  subject,  and  for  giving  us  prac- 
tical guides  to  utilize. 

A subtle  but  vital  area  is  that  of  the  child’s 
psyche.  Often  the  presence  or  absence  of  the 
child’s  cooperation  determines  the  degree  of 
morbidity  and  even  the  occurrence  of  a mor- 
tality. Dr.  Warren  is  to  discuss  this  subject. 

Psychological  Aspects 

Dr.  Warren:  In  consideration  of  my  topic 
I will  try  to  crawl  into  the  personality  and 
mind  of  a child. 

Fire  is  a fascinator.  I think  that  every 
man  in  this  room  can  think  back  to  his  child- 
hood when  fire  was  a fascination  and  matches 
were  something  that  were  completely  forbid- 
den and  hence,  something  that  warranted  the 
desire  to  snitch  them  so  that  you  could  go 
out  in  the  backyard  or  some  place  to  play 
with  them.  Unfortunately,  some  children 
don’t  play  with  matches  out  in  the  backyard 
but  they  do  so  in  a relatively  small  place. 
However,  fire  is  caused  by  other  things.  In 
this  city,  individual  oil  stoves  are  permitted 
in  some  of  our  poorer  neighborhoods  and  there 
are,  therefore,  explosions.  Because  of  the 
fascination  for  fire  a great  many  different 
accidents  happen. 

I will  divide  this  talk  into  three  phases. 
The  first  is  that  of  the  original  accident  oc- 
curring as  the  child  is  enveloped  in  fire.  Be- 
cause fire  is  forbidden  and  the  child  has  had 


no  experience  with  fire,  the  child’s  first  sud- 
den feeling  on  being  burned,  over  and  above 
a certain  amount  of  pain,  is  guilt.  This  feel- 
ing of  guilt  is  the  first  psychological  factor. 
The  burn  pain  is  punishment;  this  is  lighten- 
ing striking  from  above;  “This  is  God  telling 
me  that  I shouldn’t  play  with  fire.” 

The  mother,  father,  adult  brother  and  sis- 
ter immediately  reacts  intensely  and  with 
alarm  to  the  situation  that  caused  the  fire. 
There  even  may  be  a certain  amount  of  physi- 
cal attack  on  the  child  by  somebody  throwing 
a rug  over  him  or  pouring  water  on  him  or 
doing  whatever  happens  to  come  to  the  mind 
of  the  individual  who  was  caught  in  this  situa- 
tion. The  cries  of  alarm,  hysterical  acts  of 
those  present,  add  overall  to  the  psychological 
trauma.  It  should  be  pointed  out  that,  in 
addition  to  the  child  having  a feeling  of  guilt, 
the  parents  have  a very  deep  feeling  of  guilt, 
too,  in  that  they  did  not  properly  protect 
theii  child.  So,  in  addition  to  the  trauma 
and  pain  caused  by  fire,  there  are  the  other 
more  intangible  factors  very  real  to  the  child, 
of  guilt  and  alarm  that  throw  him  into  a state 
of  psychological  distress.  This  is  the  child 
that  has  been  rushed  by  car  or  by  ambulance 
and  dumped  into  the  second  phase — the  phase 
surrounding  those  happenings  immediately  on 
coming  to  the  hospital  emergency  room. 

Try  to  imagine  the  small  child,  shocked 
by  trauma  and  by  the  psychological  factors 
that  I have  just  talked  about,  arriving  at  the 
accident  room  where  suddenly,  large  bodies 
with  gloved  hands,  masked  faces,  colored 
gowns,  loom  over  him,  causing  him  more  pain. 
These  people  may  have  strained  voices  — 
strained  perhaps  by  the  medical  situation  in 
the  emergency,  which  may  further  alarm  the 
child. 

You  who  can  remember  your  childhood 
remember  that  one  of  the  greatest  fears  was 
that  of  the  unknown.  For  example,  a possible 
train  wreck  if  you  were  traveling  on  a train. 
A child  does  not  have  fear  in  the  little  world 
in  which  he  lives  freely  and  feels  comfortable. 
Thus  a new  element  is  thrown  into  the  total 
situation,  fear.  Guilt  punishment,  fear,  pain 
and  trauma.  This  is  the  child  that  you  as 
physicians  have  to  treat.  How  many  of  us 
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here  have  taken  care  of  emergencies  like  this 
without  ever  thinking  of  what  is  happening 
to  the  child's  psyche. 

These  are  the  factors  that  bring  us  into 
the  third  phase — the  phase  of  hospitalization. 
During  hospitalization  the  worst  possible 
complication  is  infection,  so  that  isolation 
becomes  mandatory.  Rationally,  isolation  is 
ideal;  psychologically  it  is  horrible.  A child 
is  taken  out  of  the  presence  of  his  family, 
father,  mother,  brothers  and  sisters  and  put 
in  an  isolated  room  away  from  anyone  he  has 
ever  seen  before.  It  could  easily  happen  that 
those  taking  care  of  a child,  in  carrying  out 
their  assignments,  do  not  think  or  do  not 
have  time  to  think  about  some  of  the  things 
that  worry  the  child  considerably.  Isolation 
by  itself  poses  a threat  to  the  child — why  is 
he  so  deserted?  Since  any  nursing  or  pro- 
fessional procedures  that  are  done  to  treat 
the  child  cause  pain,  his  feelings  of  guilt, 
punishment  and  fear  are  reinforced.  Do  you 
as  an  adult  think  of  greater,  more  serious 
factors  that  would  influence  you  in  your  re- 
sponse to  treatment? 

So  let  us  consider  this  third  phase  which 
is  the  longest — the  phase  of  treatment  and 
convalescence.  We  have  certain  things  to 
consider.  Since  it  is  necessary  that  some 
people  come  in  contact  with  one  child — 
nurses,  residents,  physicians — would  it  not  be 
better  to  make  the  first  step  to  break  down 
these  barriers  by  limiting  this  number  to  as 
few  people  as  possible?  Would  it  help  if  these 
people  could  realize  some  of  the  factors  that 
go  into  the  care  of  a child  in  the  hospital? 
Realizing  the  elements  that  make  for  great 
difficulty,  as  far  as  the  child  is  concerned, 
perhaps  they  could  bring  some  degree  of 
warmth,  take  time  to  give  assurance  to  the 
| child  in  such  a way  as  to  gain  his  confidence. 

This  would  mean  that  as  far  as  possible  the 
i same  nurse  on  the  same  shift  everyday  would 
take  care  of  the  child;  that  he  have  the  same 
intern,  the  same  resident  and  his  own  individ- 
ual physician.  Compassionate  understanding 
and  love  will  bring  to  a child  the  feeling  that 
these  painful  things  that  are  being  done  for 
him  are  being  done  for  all  that  is  best  in  his 
recovery.  These  qualities  should  add  deft- 


ness to  the  hands  that  care  for  the  suffering 
child.  This  is  all  the  more  necessary  when 
we  realize  the  frightening  aspect  of  people 
appearing  in  masks  and  gowns,  caps  on,  look- 
ing utterly  inhuman. 

We  spoke  about  the  feelings  of  guilt  on 
the  part  of  the  family.  Actually,  the  fact  that 
the  child  is  taken  away  from  the  family  by 
an  institution,  though  it  is  made  up  of  warm 
people,  separates  the  family  from  a child  at 
a time  when  psychologically  they  should  be 
separated  least;  there  is  no  chance  for  the 
family  to  work  out  their  feelings  of  grief  and 
strain  by  actual  physical  contact  with  the 
child;  likewise,  the  child  is  deprived  of  the 
support  that  he  would  naturally  expect  from 
his  father,  mother  and  family.  There  is  also 
the  element  that  a family  may  transfer  their 
feeling  of  responsibility  to  the  institution  and 
so  interfere  with  their  normal  relationship 
with  their  child.  Because  these  things  are 
true,  it  is  necessary  that  those  residents,  phy- 
sicians, nurses  and  interns  having  to  do  with 
the  child,  interpret  things  to  the  family  in 
such  a way  as  to  bring  them  back  into  the 
picture  as  much  as  possible. 

I should  mention  before  I close  that  there 
is  the  fourth  phase — -the  phase  of  recovery, 
when  the  child  reurns  to  his  family,  to  his 
neighborhood,  to  his  school,  and  the  difficul- 
ties that  may  ensue  psychologically  because 
of  disfigurement  or  impairment  of  function 
caused  by  the  burn.  I will  not  discuss  this 
any  further  at  this  time. 

My  final  plea  is  that  in  the  treatment  of 
burns  in  children,  these  factors  be  kept  in 
mind  to  give  a better  overall  result,  and  re- 
turn the  child  to  society  in  good  psychological, 
as  well  as  physical  condition. 

Dr.  Greenfeld:  Thank  you  very  much,  Dr. 
Warren,  for  your  excellent  presentation  of  a 
problem  extremely  difficult  to  articulate  in 
tangible  terms.  You  have  defined  concrete 
attitudes  and  actions  useful  and  invaluable 
in  the  burned  child-doctor  relationship. 

Those  children  who  survive  the  inital  state 
of  a mass  burn,  who  progress  to  develop  major 
morbidity  or  mortality,  do  so  secondarily  to  in- 
fection or  respiratory  tract  injuries.  The  crux 
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of  the  big  burn  problem  today  is  the  preven- 
tion of  infection.  Much  work  is  being  done 
in  this  field  today  and  fortunately  we  have 
Dr.  Rosenblum  to  discuss  this  aspect. 

Immunological  and  Bacteriological  Aspects 

Dr.  Rosenblum:  The  first  slide  constructed 
by  Barnes  and  taken  from  Artz’  monograph 
presents  the  problem.  The  pre-sloughing 
phase  preceding  the  eschar  separation  is  a 
critical  period  insofar  as  infection  is  con- 
cerned. This  is  the  period  in  which  body 
defenses  may  be  inadequate  and  septic  lesions 
may  occur.  Sources  of  bacteria  that  may  be 
pathogenic  include  the  skin,  nose  and  throat 
and  intestinal  tract  of  the  patient,  environ- 
ment and  the  personnel  who  may  be  carriers 
of  pathogens.  Local  invasion  is  an  important 
problem,  but  more  serious  is  that  of  blood 
stream  invasion.  At  the  present  time  over 
50%  of  burn  deaths  are  occurring  from  sep- 
ticemia. The  pre-sloughing  phase  lasts  ap- 
proximately 3 weeks,  occasionally  4-5  weeks. 
It  is  conceded  by  most  that  chemotherapeutic 
agents  have  not  solved  the  problem  of  infec- 
tion in  this  phase  of  burns.  Continued  in- 
vestigation of  the  immune  status  of  burned 
patients  and  the  treatment  of  these  patients 
with  specific  antisera  is  necessary.  Septi- 
cemia continues  to  he  a serious  problem  in 
burned  patients,  particularly  with  the  pseu- 
domonoas  aeruginosa,  Proteus  Species  and 
Staphylococcus  aureus.  As  far  as  the  im- 
munological aspects  are  concoerned,  I have 
not  had  any  personal  experiences  with  studies 
of  this  type  and  so  this  portion  of  my  dis- 
cussion will  be  confined  to  a brief  survey  of 
some  of  the  more  recent  studies. 

It  has  been  shown  in  animals  that  follow- 
ing severe  burns  there  is  a toxic  factor  released 
from  the  skin  which  may  lead  to  shock  and 
death  of  the  animal.  This  toxic  factor  has 
been  demonstrated  in  many  species  including 
dogs,  rabbits,  rats  and  horses  and  even  in 
invertebrates.  Antigens  have  been  prepared 
from  human  skin  with  third  degree  burns  and 
antibody  titres  followed  by  the  method  of 
agglutination  of  collodion  particles.  Anti- 
bodies appeared  by  the  third  to  eighth  day, 
reached  a peak  on  the  average  of  16  days  and 
then  decreased  to  undetectable  levels  at  clini- 


cal healing.  These  antibodies  then  reappeared 
during  convalescence  only  to  disappear  again 
in  the  following  six  months. 

Antigens  from  burned  skin  have  been  desig- 
nated by  some  workers  as  specific  foreign 
autoantigens  and  they  have  been  detected  as 
early  as  six  to  tweny-four  hours  after  a burn. 
It  has  been  claimed  that  the  blood  of  burned 
animals  of  different  species  contained  common 
determinate  groups,  that  is,  antigens  prepared 
from  the  burned  skin  of  different  species 
would  invoke  a similar  reaction  in  a recipient. 
These  workers  used  a complement-fixing  test 
to  demonstrate  antibodies;  the  sera  of  the 
burned  animal  being  able  to  fix  complement 
in  the  presence  of  the  antigen  from  the  burned 
skin.  Using  tissue  culture  techniques,  they 
were  able  to  demonstrate  a neutralization 
action  of  the  serum  of  convalescent  burned 
animals.  Claims  in  the  USSR  are  that  con- 
siderable success  has  followed  the  use  of 
convalescent  serum  from  burned  patients  in 
patients  with  extensive  burns. 

Another  group  of  workers  had  designated 
the  material  that  is  obtained  from  burned 
skin  as  a “toxin.”  This  toxin  has  cytotoxic 
effects  in  HeLa  cell  cultures,  a hemolytic 
effect,  and  will  stimulate  the  production  of 
precipitins.  The  toxin  appeared  on  the  av- 
erage between  the  second  to  the  sixth  day. 
Gamma  globulin  of  serum  from  burned  pa- 
tients was  shown  to  have  a neutralizing  effect 
on  the  toxin  but  this  was  not  present  in 
normal  gamma  globulin.  These  studies  were 
followed  by  clinical  studies  in  which  blood  or 
plasma  obtained  from  healed  burned  donors 
were  given  to  critically  toxic  patients  with 
alleged  precipitous  improvement  in  the  clinical 
status — (antibiotics  were  also  given).  These 
investigators  suggested  daily  transfusion  of 
blood  in  the  quantity  of  250  cc.  or  125  cc. 
of  plasma.  It  was  considered  desirable  to 
have  tested  in  vitro  by  neutralization  tests  the 
donated  plasma  or  blood. 

In  a Peruvian  study,  pooled  gamma  globu- 
lin was  given  to  208  children  and  29  adults 
who  had  sustained  more  than  10%  of  surface 
area  burns.  The  patients  were  admitted  after 
a period  of  48  hours.  Children  were  given 
1 cc.  per  kilogram  on  admission,  and  this 
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dose  was  repeated  on  the  third  and  sixth 
days.  Adults  received  approximately  50  cc. 
of  gamma  globulin  on  admission  and  then  on 
the  fifth  day  25  cc.  of  gamma  globulin.  The 
patients  were  also  given  antibiotics  at  differ- 
ent intervals,  including  polymyxin  combined 
with  tetracycline,  or  cholormycetin,  or  with 
penicillin.  From  their  data,  it  was  indicated 
that  there  was  a significant  reduction  of 
deaths  associated  with  septicemia  from  40.5% 
in  the  control  group  to  22.4%  in  the  group 
treated  with  gamma  globulin.  However  the 
total  mortality  was  not  significantly  different 
in  the  two  groups.  They  also  believed  that 
there  was  a more  significant  effect  in  those 
patients  who  had  sustained  burns  of  less  than 
20%  body  surface  area.  There  is  a note 
that  rabbit  Pseudomonas  antiserum  is  being 
manufactured  and  that  this  was  used  with 
favorable  clinical  results  in  the  Lima  study. 

I should  like  next  to  go  on  to  some  of  the 
bacteriological  studies  that  have  been  carried 
out  in  burns.  One  of  the  most  elaborate 
studies  on  the  bacteriological  flora  of  burns 
was  that  published  by  Oliver  Cope’s  group 
at  Ihe  Massachusetts  General  in  1947.  This 
included  28  patients  with  80  full  thickness 
burns  treated  with  penicillin  and  26  patients 
with  46  full  thickness  burns  that  were  treated 
with  sulfadiazine.  There  were  also  a number 
of  patients  with  partial  thickness  burns  that 
were  treated  with  these  drugs.  The  general 
findings  from  this  huge  project  differ  very 
little  from  those  of  the  present  day.  Charts 
depict  the  trend  and  distribution  of  the  prin- 
ciple species  which  includes  the  staphylococ- 
cal, streptococcal  and  clostridial  organisms, 
gram-negative  bacilli,  diphtheroids,  and  B. 
subtilis.  They  noted  that  a lower  number 
of  organisms  were  to  be  found  in  partial  thick- 
ness as  compared  to  full  thickness  burns,  and 
that  in  neither  were  organisms  obliterated  by 
the  drugs  used.  They  noted  the  increase  in 
the  gram  negative  bacilli  beginning  during  the 
second  week  of  therapy.  Progressive  increase 
of  penicillin-resistant  bacteria  was  an  indica- 
tion to  them  that  the  most  effective  therapeu- 
tic period  was  limited  to  the  first  three  weeks. 
By  the  fifth  week  the  wound  was  a “quag- 
mire” of  resistant  organisms.  At  the  end 
of  six  weeks  90%  of  staphlyococcal  strains 


were  resistant  to  penicillin.  The  dissolution 
of  wounds  under  penicillin  treatment — pro- 
teolysis— was  found  to  be  associated  with  a 
penicillin-resistant  Staph,  aureus  and  a Pro- 
teus bacillus,  and  this  reaction  was  not  found 
except  where  more  than  three  weeks  penicil- 
lin therapy  had  elapsed.  In  these  studies  the 
low  incidence  of  the  hemolytic  streptococcus 
was  notable  in  contrast  to  the  predominance 
of  the  alpha  hemolytic  streptococcus  and  the 
occurrence  of  penicillin-resistant  non-hemo- 
lytic  streptococci  and  alpha  nemolytic  strep- 
tococci. 

Altmeier  of  Cincinnati  reviewed  patients 
seen  between  1942  and  1960.  Fifty-two  per- 
cent of  these  patients  had  six  to  20%  surface 
area  involvement.  He  showed  trends  in  flora 
when  he  compared  a group  treated  in  1942  to 
1944  with  sulfonamides,  a group  in  1951  to 
1953  treated  with  penicillin  and  broad  spec- 
trum antibiotics,  and  a third  group  in  1958 
to  1960  with  the  newer  anti-staphylococcal 
drugs  and  penicillin.  In  a flora  of  the  sulfon- 
amide gorup  20%  of  the  wounds  showed  a 
Staph,  aureus,  56%  a Staph,  albus,  14%, 
beta  hemolytic  streptococcus,  37%  a non- 
hemolytic streptococcus,  3%  Pseudomonas, 
11%  E.  coli,  59%  cl.  welchii,  3%  Proteus, 
4%  tetani.  About  the  third  week  50%  of 
wounds  had  a Staph,  aureus  and/or  Pseu- 
domonas with  an  abrupt  drop  in  the  beta- 
hemolytic  streptococcus.  In  comparison,  the 
later  group  showed  a decrease  in  the  per- 
centage of  recovery  of  Staph,  aureus  and 
beta-hemolytic  streptococcus  with  a sustained 
rate  of  the  recovery  of  the  Pseudomonas  and 
rise  of  Proteus  organisms  to  50  and  45%  re- 
spectively. Between  1943  and  1946  septi- 
cemia accounted  for  less  than  20%  of  deaths. 
Since  1956  it  has  accounted  for  50%  of  the 
total  number  of  deaths.  Prior  to  1958,  the 
majority  of  cases  were  due  to  a Staph,  aureus 
but  since  1958  the  majority  of  proved  septi- 
cemias were  caused  by  a gram  negative  bacil- 
lus, 46%  Pseudomonas,  15%  Proteus,  and 
39%  Staph,  aureus.  He  found  that  the  mean 
day  of  a positive  blood  culture  was  the  ninth 
day  and  the  mean  day  of  death  occurred  on 
the  21st  day.  Three  patients  recovered  from 
septicemia,  two  with  Staph,  aureus,  and  one 
Pseudomonas  septicemia. 
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Experiences  of  the  Brooke  Army  Medical 
Center  are  particularly  disheartening  in  re- 
gard to  Pseudomonas  infections.  These  data 
have  been  summarized  by  Tumbusch  for  the 
years  1954  to  1959.  For  those  dates  he  stated 
that  he  had  no  recoveries  from  a Pseudomonas 
aeruginosa  septicemia.  This  type  of  infection 
was  likened  to  a local  and  general  Schwartz- 
man  reaction  with  timed  release  of  endotoxin. 
Of  77  deaths,  48%  were  due  to  a Staph, 
aureus  and  55.8%  were  due  to  a Pseudomonas 
aeruginosa. . The  signs  of  sepsis  in  their  ex- 
perience were  described  by  Tumbusch.  With 
gram-positive  organisms  there  was  generalized 
dissolution  of  granulation,  an  insidious  2-6 
day  course,  severe  ileus,  disorientation,  high 
temperature,  absent  leukopenia,  and  insidious 
hypotension.  A septicemia  with  gram-nega- 
tive organisms  usually  showed  hemorrhagic 
necrosis,  a rapid  12  to  36  hour  course,  severe 
ileus,  mild  or  absent  disorientation,  hypo- 
thermia, leukopenia,  and  sudden  hypotension 
with  anuria. 

Dr.  Greenfeld:  Thank  you  very  much,  Dr. 
Rosenblum  for  your  erudite  and  detailed  dis- 
cussion. It  is  logical  to  precede  the  surgical 
discussion  with  Dr.  Rosenblum’s  presentation 
if  immunology  and  bacteriology.  Once  past 
the  initial  phase  of  fluid  and  electrolyte  ther- 
apy, the  main  threat  to  the  patient  is  infec- 
tion in  the  burn  wound  and  then  generally  as 
septicemia. 

I would  like  to  preface  Dr.  Lennihan’s  dis- 
cussion by  paraphrasing  Oliver  Cope  in  “An- 
nals of  Surgery,”  1962.  In  reviewing  the  ex- 
perience of  the  Massachusetts  General  Hos- 
pital treatment  of  burns,  Dr.  Cope  posed  the 
question  as  to  why  we  should  sit  passively 
by  and  watch  our  patients  dissolve  in  a quag- 
mire of  pus.  It  is  a pleasure  to  have  Dr. 
Lennihan  here  to  tell  us  how  to  avoid  or 
minimize  the  quagmire. 

Management  of  Bum  Surface 

Dr.  Lennihan:  I will  discuss  certain  prob- 
lems relating  to  the  management  of  the  burn 
surface.  I will  base  my  discussion  on  specific 
cases.  How  would  you  manage — 

Case  Number  1:  An  eighteen  month  old  toddler 
tipped  a pan  of  hot  soup  off  the  stove  and  suffered 
burns  to  the  left  shoulder,  chest  and  upper  arm. 
The  axilla  was  not  involved. 


The  child  should  be  hospitalized  and  the 
surface  treated  with  a soap  and  water  cleans- 
ing in  conjunction  with  debridement  of  loose 
skin.  This  should  be  done  gently.  Then 
what  depth  is  the  burn?  This  is  a tradition- 
ally stubborn  question.  There  is  renewed 
interest  in  the  use  of  various  dyes  to  deter- 
min  the  depth  of  the  burn  and  more  recently 
the  principles  of  thermography  have  been 
applied  to  testing  burn  depth.  Both  of  these 
techniques  appear  promising.  Nonetheless, 
to  date,  the  best  guides  are  the  old  ones — 
the  nature  of  the  burn  and  the  findings  on 
physical  examination.  In  general,  nature  is 
kind  fo  children;  so  when  in  doubt,  wait.  In 
this  age  group  should  the  burned  area  be 
wrapped?  It  is  probably  just  as  easy  to  leave 
such  a surface  open  and  dry.  Beginning  from 
the  third  to  the  fifth  day  the  child  could 
take  a tub  bath  once  or  twice  daily  and  have 
the  area  gently  rinsed  with  soapy  water. 
pHisoHex  is  used  by  most  surgeons.  If  the 
home  situation  is  reasonable,  the  child  could 
be  at  home  while  time  helps  determine  what 
is  second  and  what  is  third  degree  burn.  Na- 
tural separation  of  the  eschar  takes  place. 
Is  splinting  necessary?  Since  the  “flexor 
crease”  as  here  represented  by  the  axilla  is 
not  involved,  splinting  or  other  form  of  im- 
mobilization is  probably  not  necessary.  Un- 
der such  a program,  the  ultimate  area  of  third 
degree  burn  would  be  obvious,  the  eschar 
separated,  and  the  child  ready  for  grafting 
between  2*4  to  3 *4  weeks  from  the  time  of 
injury.  In  contrast,  circumferential  burns 
and  those  involving  the  hand  are  often  man- 
aged more  easily  by  a closed  technique.  The 
hand  is  a prime  area  for  immobilization  in  a 
position  of  function  during  this  waiting 
period. 

Case  Number  2:  The  shorts  of  a ten  year  old 
boy  caught  on  fire  and  he  suffered  flame  burns  to 
the  anterior  aspect  of  both  thighs.  On  examination 
there  was  conclusive  evidence  that  the  burn  was 
third  degree  and  represented  some  10%  of  body 
surface.  There  were  no  other  burns  and  no  concern 
for  a respiratory  component. 

Such  a child  could  be  handled  by  an  open 
technique  as  previously  described  though  one 
would  wonder  about  the  use  of  debriding  en- 
zymes in  order  to  hasten  separation  of  the 
eschar.  A variety  of  enzymes  have  enjoyed 
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popularity  at  various  burn  centers  in  this 
country,  although  at  this  time  there  is  no 
widespread  acceptance  of  their  use.  They 
often  cause  pain  when  applied;  many  are  ex- 
pensive, some  are  hard  to  obtain.  Many  sur- 
geons feel  that  attentive  mechanical  debride- 
ment in  conjunction  with  frequent  dressing 
changes  can  achieve  much  of  the  same  gain  in 
cutting  down  the  time  from  burn  to  grafting. 
Many  surgeons  would  consider  this  boy  a 
prime  candidate  for  early  excision  and  early 
grafting.  This  could  be  done  as  an  excision 
on  ilie  day  of  injury  with  grafting  performed 
three  to  four  days  after  the  burn.  Excision, 
followed  by  immediate  grafting  on  the  day  of 
injury  has  not  been  as  successful.  Tradition- 
ally, the  excision  is  carried  down  through 
fascia,  but  more  recently  the  technique  of 
“planing”  with  a Brown  dermatome  has  been 
used  with  success,  providing  the  entire  depth 
of  the  damaged  tissue  is  removed. 

Case  Number  3:  The  dress  of  a four  year  old 
girl  caught  on  fire  and  she  suffered  flame  burns  of 
the  chest,  abdomen,  left  arm  and  both  legs.  The 
surface  area  was  estimated  at  44%.  There  was  no 
concern  for  respiratory  component. 

This  is  the  big  burn,  which  brings  up  special 
problems,  where  a 50%  body  surface  burn 
carries  a 50%  mortality  rate.  A small  burn 
is  an  individual  doctor’s  problem  whereas  a 
big  burn  is  a whole  hospital’s  responsibility. 
This  means  that  in  taking  on  such  a respon- 
sibility the  hospital  must  be  prepared  to  de- 
vote the  necessary  physician,  nurse  and  labor- 
atory support  in  a continuous,  burdensome 
effort  that  may  extend  over  six  to  twelve 
weeks.  If  the  community  hospital  is  unable 
to  assume  this  responsibility,  then  emergency 
care  should  be  given,  with  the  understanding 
that  the  patient  should  be  transferred  to  a 
larger  facility  in  the  first  twenty-four  to 
thirty-six  hours  after  injury.  If  the  com- 
munity hospital  accepts  the  responsibility,  a 
second  principle  of  the  big  burn  quickly  comes 
into  focus;  if  you  can  cover  them  you  can 
keep  them  alive  and  if  you  can  keep  them 
alive  you  can  cover  them.  The  extent  of  the 
big  burn  ultimately  leads  to  disaster,  conse- 
quently many  surgeons  feel  that  the  extent 
of  the  open  surface  should  be  reduced  as  soon 
as  possible.  Three  to  four  days  after  being 


burned,  the  child  would  be  taken  to  the 
operating  room  where  an  easily  accessible  area 
would  be  excised  and  promptly  grafted  there- 
by reducing  the  burn  surface  from  44%  down 
to  25  or  30%.  For  the  grafting  a traditional 
autograft  with  sheet  or  postage  stamp  tech- 
nique could  be  used.  However,  realizing  the 
extent  of  the  surface  that  would  ultimately 
need  to  be  covered,  a combined  autograft  and 
homograft  technique  could  be  used.  Most 
surgeons  would  apply  alternating  strips  of  the 
child’s  own  skin  with  strips  obtained  from 
a parent,  from  the  frozen  skin  bank  in  Wash- 
ington or  from  fresh  cadaver  skin. 

Case  Number  4:  This  twelve  year  old  Negro  girl 
stopped  in  to  see  her  mother  who  was  working  at 
a commercial  laundry.  The  mother  operated  a 
presser  or  mangle  for  ironing  clothes.  The  girl 
accidently  caught  her  hand  in  the  presser  as  the 
two  hot  surfaces  came  together.  She  suffered  a 
burn  to  the  dorsum  of  her  right  hand  including 
the  dorsum  of  fingers  2,  3,  4,  and  5.  By  careful 
examination  one  hour  later  this  was  a sharply 
defined  area  of  third  degree  burn. 

Traditionally  such  a hand  would  be  im- 
mobilized in  a position  of  function.  The 
eschar  would  be  encouraged  to  separate  be- 
tween the  tenth  and  twentieth  day;  split 
thickness  grafting  would  be  carried  out.  More 
recently  such  sharply  defined  third  degree 
burns  on  the  dorsum  of  the  hand  and  fingers 
have  been  treated  by  “early”  excision  and 
grafting.  The  excision  is  usually  carried  out 
as  edema  subsides  between  the  third  and 
fourth  day.  Grafting  is  done  immediately  or 
with  a short,  two  to  three  day  interval.  Such 
“early”  excision  and  grafting  has  significantly 
reduced  the  duration  of  immobilization  with 
the  many  problems  of  secondary  stiffness  in 
the  fingers.  By  the  use  of  this  “early”  tech- 
nique better  function  is  being  obtained. 

Dr.  Greenfeld:  Thank  you  Dr.  Lennihan 
for  your  very  direct  and  useful  discussion  of 
the  surgical  care  of  the  burn  surface. 

I thank  all  of  the  panelists  for  their  time 
and  interest  in  preparing  for  this  meeting. 
I am  sure  that  I speak  for  the  entire  audience 
when  I say  that  the  presentations  have  been 
stimulating  and  educational  and  will  be  of 
real  use  to  the  physician  in  the  care  of  the 
burned  infant  or  child. 


July,  1965 


157 


EVALUATION  OF  EXFOLIATIVE  CYTOLOGY 


• The  author  suggests  that  although  cytologic 
smears  are  not  always  fool  proof  they  can  be  of 
value  as  a preliminary  investigation  to  rule  out  re- 
currence or  a new  primary  in  post  radiation  and 
surgery  candidates. 


As  part  of  a cancer  teaching  program  rou- 
tine oral  smears  were  taken  on  innocuous  ap- 
pearing lesions  as  well  as  those  that  appeared 
pre-malignant  or  malignant.  A total  of  108 
oral  smears  were  taken  according  to  tech- 
niques of  Papanicolaou  Sandler  and  others. 

Of  particular  significance  was  the  finding 
of  one  case  of  asymptomatic,  clinically  unsus- 
pected oral  carcinoma  which  was  not  sched- 
uled for  biopsy  and  uncovered  by  cytologic 
examination  (Fig.  1).  This  patient,  a 67  year 
old  woman,  presented  herself  to  the  Oral 
Surgery  Clinic  for  routine  extractions.  Ex- 
amination of  her  mouth  revealed  a hyperker- 
atatic  area  1/3  cm.  by  1 cm.  irregular  in  shape 
and  in  the  area  of  the  oriface  of  the  submaxil- 
lary duct.  Cytologic  examinations  revealed  a 
positive  smear,  further  biopsy  revealed  a 
histopathologic  diagnosis  of  superficially  in- 
vasive well  differentiated  squamous  cell  car- 
cinoma. 

In  addition  to  the  108  cytologic  smears  43 
biopsies  of  the  oral  cavity  were  taken.  Fig. 
3,  4 and  5 show  typical  lesions  seen. 

On  three  occasions  false  negative  cytologic 
smears  were  received  on  malignant  lesions. 
The  cases  involved  gave  negative  smears  on 
confirmed  lesions  of  1)  recurrent  carcinoma 
of  soft  palate  and  tonsil  fossa  and  neck,  2) 
moderately  well  differentiated  epidermoid 
carcinoma  of  tonsil  pillar  and  3)  reticular  cell 
sarcoma  of  the  mandible. 

It  is  believed  that  Cases  No.  1 and  No.  2 
mentioned  above  received  false  negative  cy- 

Dr.  Nicols  is  Resident  in  Oral  Surgery,  Delaware  Hospital, 
Wilmington. 
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tologic  reports  because  of  lack  of  accessibility 
to  areas  of  the  involved  lesion.  A technique 
proposed  by  Scheman2  with  washings  of  the 
oral  cavity  and  centrifuging  to  accumulate 
cells  for  cytologic  exam  may  have  given  more 
satisfying  results.  The  cytologic  smear  for 
the  reticular  cell  sarcoma  of  the  mandible 
was  obtained  by  aspiration  of  fluids  following 
extraction  of  molars  in  the  infected  site.  A 
false  negative  was  expected  because  it  was 
felt  this  was  a poor  case  for  cytology  except 
for  preliminary  or  adjunct  diagnosis.  Silver- 
man,  Becks  and  Furber3  have  summed  up  the 
situation  correctly  by  saying  that  the  choice 
is  not  biopsy  or  cytology  but  cytology  in  pre- 
ference to  nothing. 

It  is  very  common  to  receive  false  positives. 
Six  patients  received  suspicious  cytologic 
smears.  These  patients  consisted  of  one  case 
of  a patient  who  was  taking  50  mg.  doses  of 
Solganol  for  arthritis  at  the  time.  When  the 
patient  was  taken  off  his  medication  lesions 
disappeared  and  a negative  smear  was  ob- 
tained. Smears  of  ten  cases  of  severe  nicotinic 
stomatitis  were  taken;  five  of  these  cases 
illicted  suspicious  cytology.  Biopsies  were 
taken  sometimes  on  multiple  sites  of  the  nico- 
tinic stomatitis  and  no  malignancies  were 
found.  Patients  with  nicotinic  stomatitis 
were  convinced  to  give  up  smoking  and  all 
lesions  disappeared  and  negative  smears  were 
illicited. 

Caution  and  good  clinical  judgment  must 
be  used  in  evaluating  any  results  obtained 
from  oral  smears  as  it  was  found  that  Salgonal 
and  nicotanic  stomatitis  may  illicit  suspicious 
smears.  The  need  may  arise,  for  cytologic 
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Fig.  1.  Carcinoma  at  lingual  frenum 


Fig.  2.  Carcinoma  of  the  tongue 


Fig.  3.  Pachyderma  oris  cheek  mucosa 


Fig.  4.  Leukoplakia  tongue 


biopsy  or  observation  depending  on  clinical 
judgment. 

In  coherence  with  the  latter  observations 
concerning  false  positive  smears  Graham4  ob- 
served altered  structures  in  exfoliated  cells 
from  the  oral  mucous  membrances  of  patients 
with  pernicious  anemia  and  sprue  and  were 
interpreted  to  represent  a systemic  deficiency 
in  cyanocobolomine  or  folic  acid,  manifested 
by  altered  nucleprotein  metabolism  in  the 
cells. 

Smears  were  taken  on  seven  patients  who 


were  either  post  radiation  or  post  surgery. 
On  three  occasions  recurrent  carcinoma  was 
made  evident  by  a positive  smear.  On  one 
of  these  patients  the  area  of  the  smear  was 
taken  on  an  asymptomatic  clinically  unsus- 
pected area. 

Summary 

1.  Use  of  oral  cytology  can  make  the  dentist 
more  observant  in  his  oral  examinations. 

2.  Innocuous  appearing  lesions  not  suspicious 
enough  to  warrant  a biopsy  can  be  inves- 
tigated by  cytologic  smears. 
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3.  Cytology  can  be  of  value  as  a preliminary 
investigation  to  rule  out  recurrence  or  a 
new  primary  in  post  radiation  candidates 
and  surgery  candidates. 

4.  Smears  are  of  value  in  screening  large  areas 
of  abnormal  mucosa  to  select  a site  for 
biopsy. 

5.  Cytology  can  be  used  for  preliminary  in- 
vestigation on  highly  nervous  patients  as 
well  as  those  patients  debilitated  or  those 
with  poor  healing  potential. 

6.  Caution  and  good  clinical  judgment  must 
he  used  in  evaluating  any  results  obtained 
from  oral  smears.  Oral  smears  are  not 
100%  accurate.  Drugs  which  act  sys- 
temicly  may  affect  cytologic  results.  Pa- 
tients with  pernicious  anemia  or  sprue  may 
have  altered  cells  and  therefore  false  posi- 
tive cytologic  findings. 

7.  Conditions  such  as  nicotinic  stomatitis 
may  illicit  false  positives. 

8.  Use  of  oral  cytology  may  make  a clinician 


more  conscious  of  lesions  thereby  influenc- 
ing his  patients  to  maintain  better  oral 
hygiene,  reduce  habits  of  heavy  smoking 
and  snuff  chewing.  The  clinician  will  tend 
to  observe  more  closely  and  even  strip  and 
excise  more  pre-cancerous  lesions.  Oral 
cytology  may  influence  the  clinician  to- 
ward more  and  better  use  of  biopsy  tech- 
nique. 

9.  New  advances  in  oral  cytology  with  the 
use  of: 

A.  13  gauge  needle  abrasive  aspiration 
techniques, 

B.  Needle  aspirations 

C.  Oral  washings6 

D.  Flourescene  microscopy  with  ultraviolet 
light7  may  prove  an  even  more  effective 
weapon  against  helping  to  diagnose 
malignant  lesions. 
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CLINICAL  CENTER  STUDIES 

The  cooperation  of  physicians  is  requested  for  the  following  Clinical  Center 
Studies  of  the  N.I.H.  Contact  Ralph  E.  Johnson,  M.D.,  Clinical  Center,  Room 
BIB-41A,  National  Institutes  of  Health,  Bethesda,  Maryland  20014.  Telephone 
656-4000,  Extension  65457. 


Study  of  Ewing’s  Sarcoma 

Referral  of  patients  is  requested  prior  to  establishment  of  the  diagnosis  by 
biopsy  in  order  that  they  may  be  admitted  for  biopsy  and  immediate  institution 
of  therapy.  A presumptive  radiographic  diagnosis  of  a malignant  bone  tumor  is 
a requisite. 

Study  of  Hodgkin’s  Disease 

Patients  with  histologically  proven  Hodgkin’s  disease  are  needed,  particularly 
with  the  disease  clinically  limited  to  either  above  or  below  the  diaphram.  N.I.H. 
desires  that  they  be  referred  prior  to  treatment  in  order  that  they  may  be  admitted 
for  baseline  studies  prior  to  radiotherapy. 


Study  of  Metastatic  Lung  Tumors 

Referrals  of  patients  with  well-defined,  measurable,  bilateral  lung  metastases 
(from  any  primary  site)  are  needed  for  radiation  studies. 
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HYPOPITUITARISM 


A Report  of  Three  Cases  of  Varied  Etiology 


• This  fairly  frequently  encountered  syndrome  could 
probably  be  diagnosed  earlier  if  the  usual  historical 
and  physical  findings  are  kept  in  mind.  Atypical  forms 
of  the  endocrinopathy  can  be  diagnosed  by  modern 
laboratory  tests.  Hormonal  replacement  therapy  is 
highly  satisfactory  in  treatment  of  patients  with  this 
disorder. 


Williford  Eppes,  M.D. 


Case  1 

History  of  Present  Illness:  A 69  year  old 
white  woman  was  admitted  to  the  Union 
Hospital,  Elkton,  Md.,  on  4-26-62.  She  com- 
plained of  nausea,  vomiting,  and  extreme 
weakness,  which  we  were  told  by  the  family 
had  existed  with  intermittent  severity  for 
about  3 years.  In  1959  she  had  been  admit- 
ted to  the  Wilmington  General  Hospital  for 
similar  complaints  with  a period  of  coma 
lasting  2 or  3 days.  Examination  of  the 
records  of  that  admission  indicated  that  she 
presented  quite  a confusing  picture.  The  final 
diagnoses  were:  (1)  Questionable  Staphylo- 
coccus pneumonia,  based  on  the  finding  of  a 
changing  infiltration  in  the  upper  lobes  of  the 
lungs  by  portable  x-ray  and  a culture  of  throat 
aspirations  showing  Staph,  albus.  (2)  Hypo- 
thyroidism based  on  a P.B.I.  of  2.7  micro- 
grams. An  additional  diagnosis  of  anemia  was 
made  although  the  record  did  not  reveal  any 
hemoglobin  values  below  11  gms.  She  was 
given  thyroid  medication  which  she  took  for 
a short  time,  but  the  family  discontinued  this 
because  they  felt  it  made  her  worse.  Her 
condition  improved  somewhat  at  home  with 
bed  rest  and  care  by  her  family. 

Her  family  history  and  past  history  had 
initially  not  been  revealing.  However,  after 

Dr.  Eppes  is  Chief  of  Medicine,  Union  Hospital,  Elkton,  Mary- 
land; Courtesy  Staff,  Delaware,  Memorial  and  Wilmington  General 
Hospitals,  Wilmington,  Delaware. 


suspecting  hypopituitarism,  on  direct  ques- 
tioning she  admitted  to  severe  post  partum 
hemorrhage  22  days  folowing  the  birth  of  her 
13th  chid  at  about  age  32.  Amenorrhea  had 
occurred  following  this  and  she  was  unable 
to  nurse  the  baby.  She  had  one  period  3 
years  later  probably  induced  by  estrogen 
therapy.  The  weakness  had  begun  about  this 
time.  She  had  gradually  become  unable  to 
do  her  housework.  One  of  her  daughters  had 
stayed  at  home  to  take  care  of  the  household 
chores.  For  many  years  she  had  lacked  am- 
bition or  sexual  drive,  and  in  more  recent 
years  had  felt  too  fatigued  to  walk  from  her 
room  to  the  bathroom.  She  was  fed  and 
nursed  in  her  room  by  her  daughter  and  her 
husband. 

On  physical  examination  she  was  pale  and 
sleepy.  She  responded  in  a slow  monotone 
to  questions,  she  was  disoriented  as  to  time 
but  not  to  place  or  person.  On  moving  her 
extremities  she  maintained  the  pose  in  which 
she  was  placed  as  though  in  a catatonic  state. 
The  blood  pressure  was  140/80.  She  had  a 
rather  severe  bilateral  conjunctivitis  and 
stated  that  she  couldn’t  see.  The  right  pupil 
was  slightly  smaller  than  the  left.  There  was 
no  axillary  hair  and  practically  no  pubic  hair. 
The  chest  and  lungs  were  clear,  the  heart  was 
not  enlarged,  the  sounds  and  rhythm  were 
normal  and  no  murmurs  were  heard.  The 
abdomen  was  flat  and  soft,  no  masses  or  en- 
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larged  organs  were  felt.  There  was  no  edema 
of  the  extremities.  The  deep  reflexes  were 
active.  Bilateral  positive  Babinski’s  signs 
were  noted  on  the  inital  examination. 

Laboratory  Examinations : Admission  urin- 
alysis showed  no  albumin  or  sugar,  there  were 
60  to  65  white  cells  per  HPF  with  clumps. 
The  HGB  was  13.8  gms.,  the  red  count  3,910,- 
000.  The  white  count  7,050,  76%  SEGS, 
24%  LYMPS,  HCT  39%.  Blood  urea  nitro- 
gen was  8.4  mgm%.  Serum  sodium  potassium 
and  chlorides  were  normal.  Spinal  fluid  ex- 
amination showed  no  white  cells.  70  mgm% 
sugar,  35  mgm%  protein.  Fasting  blood 
sugar  was  90  mgm%.  Repeat  urinalysis 
showed  80  to  82  white  cells  per  HPF,  slight 
trace  of  albumin  and  many  bacteria.  X-rays 
of  the  skull  and  gall  bladder  x-rays  were  in- 
terpreted as  normal.  A serum  P.B.I.  gave  a 
spuriously  high  reading  because  of  the  recent 
gall  bladder  x-rays.  A 24  hour  urine  for  17 
ketosteroids  was  reported  as  extremely  low. 
The  test  for  gonadotropin  in  the  urine  was 
technically  too  poor  to  interpret.  Further 
attempts  to  get  more  accurate  diagnostic 
studies  were  eliminated,  and  she  was  started 
directly  on  hormone  replacement  therapy  be- 
cause of  her  progressive  down  hill  course  and 
near  moribund  state. 

Course  in  Hospital:  The  patient  remained 
catatonic  and  uncooperative.  She  fell  out  of 
bed  on  one  occasion  and  became  incontinent. 
She  had  intermittent  fever  to  101°  rectally. 
On  5-2-62  a Foley  catheter  was  inserted. 
1,000  cc.  of  5%  Dextrose  in  normal  saline 
were  given  daily  for  anorexia.  On  5-4-62, 
after  a diagnosis  of  Sheehan’s  Syndrome 
seemed  established,  she  was  given  hydrocor- 
tisone 50  mg.  I.V.  then  25  mg.  I.M.  daily  for 
several  more  days.  She  was  given  desiccated 
thyroid  30  mg  daiy  and  testosterone  propinate 
in  oil  25  mgm  I.M.  every  other  day.  She 
showed  a rapid  response  to  these  medicines 
becoming  almost  immediately  stronger,  more 
rational  mentally  and  able  to  eat.  After  three 
days,  the  I.M.  Steroids  were  stopped  and  she 
was  placed  on  cortisone  12.5  mgm  every  8 
hours.  She  was  later  given  methyl  testoster- 
one linguettes  in  place  of  her  testosterone 
propionate.  On  the  4th  day  of  hormone  treat- 


ment she  was  able  to  ambulate  as  desired  and 
was  eating  a general  diet.  Because  of  the 
findings  of  the  urinary  tract  infection  she 
was  given  Gantrisin  1 gram  4 times  daily 
and  her  indwelling  catheter  was  removed. 
She  was  discharged,  much  improved  on  5-10- 
62,  the  6th  day  of  her  treatment. 

When  next  seen  as  an  out-patient  on  5-16- 
62  she  was  alert  and  talkative  but  still  ap- 
peared pale.  Her  height  was  5’1  y4”  and 
weight  110  lbs.  The  blood  pressure  was 
180/60  and  a late  systolic  blowing  murmur 
was  heard  over  the  cardiac  apex.  There  was 
2 + ankle  edema.  The  urine  analysis  was  then 
normal.  Testosterone  was  temporarily  stop- 
ped then  restarted  at  a dose  of  one  10  mg 
buccal  tablet  every  other  day.  Cortisone  12.5 
mg  twice  daily  was  continued  as  well  as  de- 
siccated thyroid  30  mg  daily.  On  9-19-62 
her  weight  was  143  lbs  and  blood  pressure 
170/70.  She  was  advised  to  limit  her  calories 
to  1400  daily,  and  Cortisone  was  reduced  to 
12.5  mg  once  daily.  She  has  continued  on 
this  with  30  mg  of  thyroid  substance  daily 
and  10  mg  methyl  testosterone  buccal  every 
other  day. 

She  and  her  family  report  in  1964  that  her 
health,  strength  and  vitality  are  good  at  age 
71.  She  feels  she  has  been  able  to  live  again 
after  37  years  of  “living  death.” 

Case  II 

Summary  of  Illness:  A man,  age  41, 

was  first  suspected  of  having  an  endocrine 
abnormality  following  a routine  physical  ex- 
amination at  his  place  of  employment  in 
October,  1963.  He  gave  a history  of  having 
been  treated  for  anemia  for  three  years  with 
various  preparations,  including  Vitamin  Bn 
hypodermically  and  iron  and  vitamins  orally 
with  no  relief.  He  had  been  previously  treat- 
ed for  pyloro-spasm;  a G.I.  series  had  been 
normal.  He  complained  of  easy  fatiguing 
with  a very  low  tolerance  for  any  exertion. 
He  also  noticed  a very  poor  tolerance  for 
alcohol  which  represented  a change  from  past 
tolerance.  His  sexual  function  was  not  up  to 
par;  he  had  been  largely  impotent  for  six  to 
nine  months. 

Family  history  was  negative  except  for  dia- 
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betes  in  a grandfather. 

Past  history  revealed  a tonsillectomy  at  age 
8 and  a fracture  of  the  right  radius  in  1933. 
He  had  no  adult  illness  except  for  the  episode 
of  pyloro-spasm.  He  smokes  about  l1/^  packs 
of  cigarettes  daily  and  uses  Valpin  for  his 
G.I.  symptoms. 

Physical  examination : On  several  occasions 
he  showed  a blood  pressure  of  90  to  100  sys- 
tolic and  60  to  70  diastolic.  The  pulse  was 
normal.  He  appeared  pale;  the  skin  was 
smooth  and  soft.  He  had  a very  light  beard 
and  no  chest  hair;  the  axillary  hair  was  almost 
absent  but  some  pubic  hair  was  present.  The 
ear,  nose  and  throat  examinations  were  nor- 
mal. The  eyes  showed  normal  pupils  and 
extra  ocular  motions  and  fundi.  The  neck 
was  limber;  there  was  no  thyroid  enlargement 
or  adenopathy.  The  chest  expansion  was 
normal  and  the  lungs  were  clear  to  percussion 
and  auscultation.  The  heart  was  not  enlarged; 
the  rate  was  72  with  a normal  rhythm;  the 
heart  sounds  were  normal  and  no  murmurs 
were  heard.  There  was  no  tenderness  or  or- 
ganomegaly in  the  abdomen.  The  extermities 
and  reflexes  were  normal.  The  external  geni- 
talia appeared  normal,  but  on  rectal  the  pros- 
tate gland  could  scarcely  be  felt. 

Laboratory  examinations:  Urinalysis  show- 
ed a specific  gravity  of  1.011,  negative  for 
sugar,  albumin  and  formed  elements.  The 
blood  counts  revealed  a hemoglobin  of  12 
gms.,  red  count  of  3,460,000  with  moderate 
anisocytosis  and  hypochromia,  the  hematocrit 
was  35.5%.  A BMR — 20%,  P.B.I.  on  Octo- 
ber 26,  1963  was  3.7  micrograms.  Chest  x-ray 
was  interpreted  as  normal.  The  electrocardio- 
gram was  within  limits  but  showed  lower  volt- 
age than  previous  tracings.  Old  records  from 
his  place  of  employment  showed  that  his 
anemia  had  existed  to  a lesser  degree  dating 
back  to  1961.  His  white  blood  counts  and 
differentials  had  been  normal.  The  industrial 
physician  referred  the  patient  with  a tentative 
diagnosis  of  hypopituitarism.  Additional  lab- 
oi’atory  studies  done  after  referral  showed  a 
normal  skull  x-ray,  particularly  with  no  en- 
largement of  the  sella  turcica  and  no  erosion 
of  bone  in  the  area  of  the  sella.  Visual  field 
examinations  showed  slight  narrowing  of  the 
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color  fields  on  the  right  eye  but  no  evidence 
of  any  quadrant  defects.  A 24  hour  urine 
showed  a volume  of  2062  ml  with  a Creatinine 
of  1.15  gms.  Pituitary  qonadotropins  were  re- 
ported as  less  than  8 m.u./24  hrs.  The  17 
ketosteroids  were  1.2  mg/24  hrs.  The  adrenal 
corticoids  were  0.75  mg,/24  hrs. 

Repeat  visual  fields  in  January  1964  and 
July  1964  were  entirely  normal.  Repeat  skull 
x-rays  in  January  1964  were  normal.  On 
November  12,  1963  he  was  placed  on  methyl 
testosterone  buccal  tablets  10  mg  daily.  He 
was  given  given  hydrocortisone  orally  10  mg. 
twice  daily  and  desiccated  thyroid  15  mg. 
daily.  The  thyroid  was  gradually  increased 
to  60  mg.  daily  by  January  1964.  There  was 
an  immediate  improvement  in  pep  and  energy 
and  appetite  and  he  started  to  gain  weight. 
By  December  30  he  had  reached  135  lbs. 
The  blood  pressure  was  115/60.  The  hemo- 
globin was  13.5  and  hematocrit  44%.  His 
sexual  function  had  returned.  Repeat  skull 
x-rays  in  January  again  showed  no  evidence 
of  enlargement  of  the  sella.  A follow-up  P.B.I. 
in  April  1964  was  4.8  meg.  There  had  been 
some  return  of  hair  in  the  axilla  and  on  the 
face.  At  last  examination  in  July  1964  his 
weight  was  146  lbs.,  blood  pressure  112/60. 
He  felt  well  and  had  no  complaints. 

Case  III 

A 33  year  old  test  driver  of  Army  mecha- 
nized vehicles  was  first  seen  in  November 
1963  on  a referral  of  his  family  physician. 
He  gave  a peculiar  history  of  frequent  sore 
throats  for  one  and  one-half  years;  loss  of 
body  hair  and  sexual  desire  for  one  year,  and 
loss  of  nine  lbs.  weight  in  two  months.  He 
also  had  swelling  of  the  right  knee  one  month 
ago  and  more  recently  of  the  right  ankle  with 
findings  by  his  physician  of  slight  anemia  and 
elevated  ASO  titre  of  his  blood. 

Family  history  revealed  that  his  mother 
was  diabetic.  Ten  siblings  were  living  and 
well;  there  was  no  other  familial  disease.  The 
patient  had  had  the  usual  childhood  diseases 
in  the  past;  no  adult  illness;  an  appendectomy 
in  1948;  no  other  operations  or  injuries. 

System  review  revealed  astigmatism  and 
frequent  irritation  of  the  eyes;  frequent  swell- 
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ing  of  nodes  in  the  neck.  He  was  told  he  had 
a heart  murmur  at  age  18.  He  had  acute 
prostatitis  four  years  ago  and  had  eczema  of 
the  right  thigh  a year  ago.  He  denied  any 
present  medication  and  had  no  past  reactions 
to  medications. 

Initial  physical  examination  showed:  Height 
5’6%”,  weight  139 *4,  blood  pressure  120/70. 
He  was  a red  haired,  fair  skinned  man  with 
almost  no  axillary  or  body  hair  and  very  little 
pubic  hair.  The  ear,  nose  and  throat  exami- 
nations were  essentially  negative.  The  pupils 
and  ocular  motions  were  normal  as  were  the 
optic  discs  and  vessels.  There  was  an  upper 
dental  plate  and  a lower  partial  plate.  The 
neck  nodes  seemed  normal;  the  thyroid  gland 
was  not  felt.  The  chest  and  the  lungs  were 
clear  to  percussion  and  auscultation.  The 
heart  was  not  enlarged;  the  heart  sounds  and 
rhythm  were  normal;  no  heart  murmurs  were 
heard.  The  abdominal  examination  was  nor- 
mal. There  was  an  erythematous  area  on  the 
skin  of  the  thigh  and  a red  area  along  the 
medial  side  of  the  right  tendo  achilles.  The 
external  genitalia  were  normal  in  appearance 
except  for  the  lack  of  hair.  On  rectal  examin- 
ation the  prostate  gland  was  small  being 
scarcely  palpable.  The  remainder  of  the  phy- 
sical examination  was  essentially  normal. 

Urinalysis  showed  no  albumin  or  sugar  and 
no  abnormalities  on  microscopic.  Specific 
gravity  was  1.016.  The  hemoglobin  was  11 
gms.  The  initial  consideration  was  that  he 
probably  had  hypopituitarism  and  possibly 
gout. 

Laboratory  studies  were  as  follows: 

Serum  uric  acid  4.3  mg% 

P.B.I.  3 mcg% 

X-ray  of  the  skull  showed  a gross  enlarge- 
ment of  the  sella  turcica  due  to  intra  sellar 
erosion.  The  changes  were  considered  most 
probably  due  to  chromophobe  adenoma. 
Twenty-four  hour  urine  collection  on  No- 
vember 18,  1963  showed  a volume  of  sixteen 
hunderd  and  fifty  milliliters,  creatinine  of 
1.57  gms/24  hours. 

Pituitary  gonadotrophins 

less  than  8 m.u./24  hrs. 

17  Ketosteroids  2.6  mg/24  hrs. 

Corticoids  1.6  mg/24  hrs. 


The  patient  was  advised  to  see  his  opthal- 
mologist  for  visual  fields.  He  reported  the 
optic  peripheral  and  central  fields  to  be  en- 
tirely normal  in  December  1963.  Repeat 
visual  field  determinations  in  January  1964, 
June  1964  were  likewise  normal.  The  oph- 
thalmoscopic examinationos  were  likewise 
noted  to  be  normal  at  these  times.  The  pa- 
tient was  hospitalized  for  a short  time  in 
December  1963  primarily  for  lumbar  punc- 
ture. The  spinal  fluid  was  under  normal  pres- 
sure and  perfectly  clear.  Cell  count  was  2 
lymphocytes. 

Protein  13  mg% 

Sugar  65  mg% 

The  remainder  of  the  spinal  fluid  examina- 
tion was  entirely  normal.  On  verbal  consulta- 
tion with  a neuro-surgeon,  no  surgical  or 
radiological  treatment  of  the  pituitary  tumor 
was  advised  unless  there  were  signs  of  in- 
creased intracranial  pressure,  impingement  on 
the  visual  fields  or  other  neurologic  symptoms. 
On  November  29,  he  was  started  on  methyl 
testosterone  buccal  tablets  10  mg.  daily,  hy- 
drocortisone oral  10  mg.  daily,  desiccated  thy- 
roid 15  gm.  daily. 

On  this  regime  he  began  to  rapidly  feel 
better.  The  thyroid  was  gradually  increased 
to  2 gr.  daily;  the  hydrocortisone  to  15  gm. 
daily;  the  methyl  testosterone  was  continoed 
Strength,  vigor,  and  weight  rapidly  increased 
and  sexual  function  returned.  Hair  has  be- 
gun to  return  in  the  axilla  and  groins.  Recent 
x-ray  of  the  skull  and  critical  visual  fields 
have  remained  normal. 

Discussion 

These  three  cases  were  initially  selected 
for  presentation  because  it  seemed  unusual 
to  encounter  three  cases  of  hypopituitarism 
within  two  years  in  a small  town  medical 
practice  and  a community  hospital.  This 
may  not  be  such  an  unusual  coincidence,  how- 
ever, if  one  agrees  that  this  may  be  the  third 
most  prevalent  endocrine  anomaly  encount- 
ered in  the  United  States.  Diabetes  and  the 
hypo-  and  hyper-thyroid  states  are  certainly 
more  common,  but  hypoadrenalcorticism  is 
probably  less  frequently  encountered  here. 
These  patients  may  live  for  thirty  to  forty 
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years  as  did  Case  1 with  disability  of  variable 
severity  and  be  observed  many  times  medic- 
ally without  the  diagnostic  being  made. 
Awareness  of  the  frequency  of  this  endocrino- 
pathy  and  routine  careful  observance  of  the 
status  of  the  pubic  and  axillary  hair  during 
physical  examination  of  adults  as  well  as  rou- 
tine carefully  inquiry  into  the  menstrual  and 
sexual  functions  would  result  in  earlier  and 
probably  more  frequent  diagnosis  of  this 
syndrome. 

These  three  cases  emphasized  the  wide 
variety  of  etioligic  factors  and  the  range  of 
age,  sex,  and  duration  of  illness.  Hypopitui- 
tarism can  be  caused  by  many  vascular,1 
traumatic,  infectious,2  and  neoplastic  causes 
and  in  many  cases  as  in  Case  II,  the  etiology 
remains  obscure.  Case  1 emphasizes  all  the 
classic  features  of  Sheehan’s3  syndrome  of 
post  partum  pituitary  insufficiency  associated 
with  post  partum  hemorrhage.  The  impor- 
tant historical  details  can  almost  be  lost  as 
they  were  here  in  the  fog  of  time  and  chronic 
illness.  Case  III  represents  a very  probable 
case  of  hypoituitarism  due  to  chromophobe 
adenoma  although  the  expected  optic  nerve 
injury  is  not  present. 

These  three  cases  do  not  illustrate  the  oc- 
currence of  uniglandular  or  byglandular  de- 
ficiencies which  can  frequently  result  from 
pituitary  damage.  All  three  of  these  cases 
appear  to  represent  true  panhypopituitarism 
with  the  usual  predominence  of  the  gonadal 
symptoms  and  signs.  Many  less  classical 
syndromes  of  unitrophic  deficiency  involving 
partial  or  complete  hypofunction  of  the  thy- 
roid1 or  adrenaP  taget  glands  have  been  de- 
scribed. These  cases  must  be  differentiated 
from  the  primary  failure  of  the  endocrine 
target  glands  particularly  where  the  thyroid 
and  adrenal  glands  are  both  atrophied.  In 
hypopituitarism  stimulation  of  the  target 
glands  with  thyrotrophic  hormone,  ACTH  or 
gonadotrophins  usually  results  in  increased 
activity  of  the  target  glands. 

Recently  much  attention  has  been  given 
to  the  SU4885  test  for  demonstrating  lesser 
degrees  of  pituitary  adrenocorticotrophic 
hormone  deficiency.6  This  compound  SXJ4885, 
an  amphenone  derivative,  blocks  the  action 


of  the  enzyme  11  beta  hydroxylase  and  pre- 
vents the  production  of  hydrocortisone  by  the 
adrenal  cortex.  In  patients  with  normal  pi- 
tuitaries  the  absence  of  hydrocortisone  stimu- 
lates the  pituitary  to  greater  production  of 
ACTH  which  in  turn  stimulates  the  adrenal 
to  greater  production  of  the  corticoid  pre- 
cursors, mainly  Compound  S.  Thus  increased 
in  11  desoxy,  17  hydroxy  corticoids  in  the 
urine  following  use  of  this  test  substance  indi- 
cates intact  pituitary  adrenocorticotrophic 
activity.  At  least  six  cases  of  isolated  corti- 
cotropin deficiency  have  been  described  in 
the  literature  with  the  diagnoses  confirmed 
by  an  abnormal  SU4885  response. 

The  recent  use  of  hypophysectomy  in  man 
for  the  treatment  of  diabetic  retinopathy  and 
metastic  malignancy  has  helped  to  elucidate 
the  clinical  picture  and  maintenance  require- 
ments in  pituitary  insufficiency.7  Studies  of 
hypophysectimized  people  have  indicated  that 
aldostrone  secretion  probably  continues  in  the 
absence  of  ACTH  and  pituitary  action. 
Sodium  balance  is  usually  maintained  except 
under  situations  of  stress  or  water  load.  Re- 
placement therapy  of  cortisone  can  usually 
be  accomplished  with  37x/2  to  50  mgs  daily. 
Though  some  patients  can  survive  for  long 
times  without  cortisone,  cortisone  withdrawal 
in  hypophysectimized  patient  usually  results 
in  anorexia  within  two  or  three  days  followed 
by  nausea,  weakness,  and  prostration.  Fever 
and  hypotension  appear  within  three  days  to 
three  weeks.  Spontaneous  hypoglycemia  is 
rare,  but  fatal  hypoglycemia  can  be  induced 
by  use  of  insulin  in  such  a patient.  Some- 
times the  giving  of  intravenous  dextrose  solu- 
tions to  these  patients  may  stimulate  endo- 
genous insulin  production  to  the  point  where 
hypoglycemia  is  a danger. 

The  anemia  of  hypopituitarism  is  often  not 
severe,  although  the  sallow  appearance  may 
be  very  marked.  Case  I presented  in  ad- 
vanced hypopituitarism  with  coma  but  a 
hemoglobin  of  13.8  gms.  Undoubtedly  de- 
rydration  contributed  some  to  this  apparently 
normal  figure,  but  severe  anemia  is  not  the 
rule.  Hyperpigmentation  is  not  seen  in  cases 
of  hypopituitarism.  The  presence  of  char- 
acteristic skin  and  oral  pigmentation  serves 
to  differentiate  Allison’s  disease. 
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In  hypopituitarism  caused  by  hypoposec- 
tomy  or  expanding  lesions  such  as  Case  III, 
the  possibility  of  diabetes  insipidus  due  to 
damage  to  the  hypothalmus  or  posterior  pitui- 
tary must  be  considered. 

The  expanding  lesion  in  Case  III  seems 
miraculously  to  have  spared  the  surrounding 
structures  and  shows  no  immediate  evidence 
of  further  expansion.  There  is  undoubtedly 
some  difference  of  opinion  as  to  the  correct 
handling  of  the  pituitary  tumor  in  this  case, 
but  his  excellent  health  over  the  past  year 
tends  to  substantiate  our  hands  off  policy. 
Poppen*  feels  that  high  voltage  x-ray  therapy 
is  indicated  when  pituitary  adenoma  is  sus- 
pected if  encephalograms  and  arteriograms 
corroborate  the  diagnosis.  Case  III  as  well 
as  Case  II  is  having  frequent  visual  field  de- 
terminations and  will  be  further  investigated 
and  treated  if  the  slightest  sign  of  visual  field 
defect  or  diminished  acuity  appears. 

Treatment  of  cases  of  pituitary  insufficiency 
is  a most  gratifying  experience  for  the  phy- 
sician. The  patient  has  usually  gradually 


grown  to  accept  a listless  retiring  existence, 
lost  libido  and  potentia  and  vulnerability  to 
severe  illness  from  minor  infections  and  injury. 
They  often  tend  to  minimize  the  severity  of 
their  disability,  but  seem  to  be  amazed  them- 
selves by  the  return  of  strength,  ambition, 
libido,  and  health  which  results  from  adequate 
replacement  therapy.  They  are  eternally 
grateful.  I am  sure  there  are  few  diseases 
as  satisfying  to  treat. 

Summary 

Three  cases  of  panhypopituitarism  recently 
encountered  in  a solo  practice  are  presented. 
One  was  a classical  case  of  Sheehan’s  syn- 
drome of  37  years  duration.  One,  Case  III, 
due  to  a pituitary  tumor,  apparently  a 
chromophobe  adenoma  in  a static  state  with 
no  impingement  on  the  optic  nerves  or  other 
surrounding  structures.  In  the  third  (Case 
II)  no  etiology  of  the  hypopituitarism  is  ap- 
parent. Some  aspects  of  disease  state  of 
hypopituitarism  are  discussed  and  the  gratify- 
ing results  of  therapy  are  emphasized. 

References  will  be  supplied  by  the  Journal  on  request. 


AUSCULTATION  CONFERENCE 

The  Delaware  Heart  Association  will  hold  a teaching  seminar  on  heart 
sounds  at  the  Delaware  Academy  of  Medicine,  Lovering  Avenue,  Wilmington  on 
September  9,  10,  and  11.  The  instructors  are  Doctor  Alan  Weintraub  and 
Doctor  Antonio  DeLeon  of  the  Division  of  Cardiology,  Georgetown  University. 
They  will  be  using  live  patients  and  expect  to  cover  the  subject  in  depth  during 
three  morning  sessions.  Individual  stethophones  will  be  provided.  AAGP  ac- 
creditation category  I applied  for.  For  further  information,  please  contact  the 
Delaware  Heart  Association,  2108  Baynard  Boulevard,  Wilmington,  Delaware. 
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NARCOTIC  ADDICTION— FURTHER  THOUGHTS 


The  prisoner  answered  the  questions  well. 

“How  do  you  get  narcotics  when  you  are  on 
the  outside?”  “Somebody  gets  some  money 
and  goes  to  New  York.  When  he  gets  back 
he  sells  to  his  friends.  All  regulars.  I never 
knew  anybody  to  sell  to  anybody  who  wasn’t 
a regular.” 

“When  you  get  out,  will  you  go  back  to 
the  habit?” 

“Yes.” 

There  are  not  enough  institutions  to  take 
proper  care  of  the  narcotic  addicts.  Post- 
hospital or  post-prison  experience  has  not 
been  good. 

“The  Interim  and  Final  Reports  of  the 
Joint  Committee  of  the  American  Bar  Associ- 
ation and  the  American  Medical  Association” 
indicate  that  under  rigid  police  control  the 
number  of  addicts  has  declined  since  1900, 
despite  acute  problems  after  both  World 
Wars. 

Minimum  estimate  now  is  60,000  addicts  in 
this  country.  No  one  agrees  on  the  exact 
number  of  addicts.  Careful  surveyors  indi- 
cate that  their  figures  are  under  the  probable 
total. 

It  is  agreed  that  the  problem  grows  in  slum 
areas;  that  younger  people  are  most  suscep- 
tible; that  Great  Britain  and  those  countries 
that  follow  the  pattern  of  the  British  Empire 
have  the  lesser  problem. 

Is  narctotic  addiction  a crime  or  a disease? 
In  the  United  States  the  law  is  aimed  at  the 
control  of  narcotic  distribution,  but  the  medi- 


cal profession  is  controlled,  too.  The  Ameri- 
can doctor  cannot  treat  addiction. 

In  Great  Britain  the  medical  profession 
controls  the  use  of  narcotics  whether  to  relieve 
pain  or  the  suffering  that  accompanies  drug 
withdrawal.  The  physicians  themselves  have 
established  sound  regulations  for  the  man- 
agements of  drug  addicts. 

The  American  Medical  Association  has 
been  debating  the  problem  of  narcotic  ad- 
diction for  more  than  half  a century.  Recent 
recommendation  is  that  the  A.M.A.  continue 
to  study  the  problem. 

Narcotic  addiction  thrives  in  the  slums, 
but  exists  in  better  economic  areas.  A two- 
fold provision  seems  indicated.  One,  return 
the  distribution  of  narcotics  to  the  medical 
profession  who  may  prescribe  as  indicated, 
but  two,  seek  authority  to  establish  a trial 
clinic  in  Delaware  to  deal  properly  with  those 
who  do  not  have  the  means  to  go  to  a private 
doctor. 

Once  addiction  is  treated  as  a disease,  in- 
centive should  no  longer  exist  for  the 
“Pusher.”  The  cost  of  imprisoning  the  nar- 
cotic peddler  could  be  done  away  with.  Pat- 
terns might  be  establised  to  help  deal  with 
other  forms  of  addiction.  Funds  now  used 
to  support  the  vast  enforcement  organization 
attempting  to  control  the  illicit  use  of  nar- 
cotics might  be  used  better  in  research,  so 
sadly  needed. 
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LATEST  RESEARCH  ACHIEVEMENTS  IN  MULTIPLE  SCLEROSIS 


The  1964  annual  report  of  the  National 
Multiple  Sclerosis  Society  gives  some  of  the 
latest  research  achievements  in  multiple  scler- 
osis. The  report  states  in  part: 

Significant  leads  concerning  the  probable 
cause  of  multiple  sclerosis  continued  to  be 
uncovered  by  researchers  working  on  the  tis- 
sue culture  of  nervous  system  tissues  kept 
alive  in  test  tubes. 

Application  of  the  tissue  culture  technique 
has  now  led  to  identification  of  a factor  in 
the  blood  of  active  MS  cases  which  will  cause 
certain  electrical  conductivity  changes  within 
the  nerve  axone  initially,  followed  by  demye- 
lination  of  the  nerve  fibers  in  the  culture. 
Brain  tissue  has  been  placed  in  a special 
chamber  and  by  placing  microelectrodes 
across  a segment  of  the  tissue  it  has  been 
possible  to  record  changes  in  the  electrical 
transmission  pattern  of  an  applied  electric 
current.  This  is  apparently  due  to  an  im- 
pulse blocking  agent  in  the  added  MS  blood 
serum. 

Initial  findings  disclose  that  the  cerebellar 
tissues  develop  bioelectric  functions  strik- 
ingly similar  to  that  which  occurs  in  the  living 
animal.  When  these  allergic  cultures  are  ex- 
posed to  sera  from  animals  with  experimental 
allergic  encephalomyelitis  (EAE),  preliminary 
findings  show  that  there  are  some  substances 
which  act  long  before  demyelination  to  block 
the  function  of  the  nerve  fibres.  This  pro- 
cess also  appears  to  be  reversible  if  the  serum 
is  washed  away  and  fresh  nutritive  media 
supplied. 

Further  investigation,  if  successful,  may 
indicate  for  the  first  time  that  demyelination, 
or  the  loss  of  myelin,  is  not  a necessary  pre- 
lude to  the  appearance  of  paralytic  symptoms 


in  multiple  sclerosis.  There  may  be  a nerve 
impulse  blocking  agent  in  MS  blood  respon- 
sible for  such  effects  long  before  the  myelin 
is  damaged. 

Investigators  have  now  been  able  to  dis- 
cover that  the  specific  protein  which  causes 
EAE  is  specifically  within  myelin  and  a 
method  has  been  developed  for  using  it  as  a 
preliminary  protective  inoculant  which  per- 
mits investigators  to  predict  several  days  in 
advance  just  which  laboratory  animals  are 
going  to  be  paralyzed  and  which  are  not,  and 
to  develop  techniques  for  inhibiting  EAE 
before  or  after  it  develops. 

Investigators  now  hypothesize  that  EAE  is 
determined  by  a balance  of  power  between 
specific  inducing  and  inhibiting  factors,  each 
of  which  can  be  deliberately  and  selectively 
produced  in  animals. 

Drs.  Murray  B.  Bornstein  and  Stanley  M. 
Crain  of  New  York  reported  in  SCIENCE 
(May  28,  1965,  Vol.  148,  No.  3674,  p 1242) 
that  “The  serums  from  animals  with  experi- 
mental allergic  encephalomyelitis  and  humans 
with  multiple  sclerosis  produce,  in  addition 
to  demyelination,  rapid,  reversible  alterations 
in  complex,  evoked  bioelectrical  (synaptic)  , 
responses  of  cultured  cerebral  cortex  and 
spinal  cord  tissues  of  the  mouse.  The  active 
factors  are  dependent  on  complement  and  j 
are  not  present  in  serums  from  normal  animals 
and  humans.” 

Dr.  Charles  A.  Simpson  et  al,  reported  in 
NEUROLOGY  (Vol.  15,  No.  7,  July  1965, 
p.  599)  that  results  show  that  massive  doses 
of  hydroxocobalamin  (B12)  have  no  effect 
upon  the  course  of  multiple  sclerosis. 

George  J.  Boines,  M.D. 
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WARNING  ON  CONTRACEPTIVE  PROCEDURES 

The  importance  of  an  article  by  J.  Ernest 
Ayre,  M.D.,  in  the  May  issue  of  Industrial 
Medicine  and  Surgery  has  been  pointed  out 
by  the  National  Cancer  Cytology  Center. 

Because  a general  release  to  the  lay  press 
could  cause  undue  fear  of  all  contraceptive 
procedures,  the  Center  prefers  to  inform  only 
the  medical  profession  through  its  own  jour- 
nals. 

Cytological  studies  utilizing  the  cervical 
scrape  and  endometrial  brush  technics  on  a 
large  number  of  women  who  have  used 
uterine  devices  of  various  types  for  variable 
periods  are  currently  being  studied  by  clin- 
icians widely  experienced  in  the  IUCD  in- 
vestigational program.  Single  test  studies  on 
a group  of  19  patients  who  have  used  the 
IUCD  for  contraception — some  as  long  as  four 
years — reveal  three  patients  exhibiting  dys- 
plasia in  cervical  scrape  tests,  while  eleven 
exhibit  variable  degrees  of  inflammatory  aty- 
pia  (Grade  1-A  to  1-B). 

No  woman  showing  displasia  in  the  cervical 
scrape  smear  or  atypical  metaplasia  in  the 
endometrial  brush  specimen  should  use  in- 
trauterine contraception.  Aspiration  smears 
from  the  vaginal  pool  are  not  satisfactory 
since  they  fail  to  detect  63%  of  the  displasias 
in  45%  of  the  carcinomas  (Richard,  R.  M.  and 
Vaillant,  H.  W.:  JAMA  192:199  April,  19, 
1965)  many  of  which  can  be  detected  readily 
in  cervical  scrapes  and  endometrial  brush 
specimens.  The  cervical  scrape  test  appears 
to  play  a valuable  new  role  as  a biological 
test  for  critical  evaluation  and  determination 
of  non-carcinogenicity  of  metallic  or  plastic 
devices  or  other  material  used  for  contracep- 
tion. 

With  the  many  types  of  polyethelene  de- 
vices available,  all  should  not  be  judged  by 
cellular  response  to  one.  Statistical  studies 
on  20,000  women  must  be  conducted  before 
final  conclusions  are  drawn  as  to  a given  type 
of  device  being  carcinogenic  or  non-carcino- 


genic.  In  the  interim  it  would  seem  to  be 
an  important  safeguard  and  a forward  step 
in  preventive  medicine  for  physicians  to  apply 
the  most  effective  cytological  techniques  on 
all  patients  utilizing  contraceptive  devices  or 
procedures.  What  is  emphasized  here  is  that 
during  the  current  period  of  investigation, 
cytology  safety  controls  should  be  run  every 
3 to  6 months  and  perhaps  even  more  fre- 
quently if  there  is  any  sign  of  abnormal  cellu- 
lar activity. 

THE  RED  FEATHER  POINTS  AT  YOU 

A physician  is  concerned  with  a patient’s 
health  and  personal  well-being.  Red  Feather 
agencies  are  concerned  with  the  health  and 
social  well-being  of  our  communities  which 
include  all  of  us. 

It  makes  sense  to  support  the  private, 
voluntary  agencies  such  as  the  Delaware 
Curative  Workshop,  the  Delaware  Associa- 
tion for  Retarded  Children,  the  Wilmington 
Child  Guidance,  and  the  Children’s  Bureau 
of  Delaware — to  which  we  may  make  refer- 
rals— as  well  as  the  other  Red  Feather  serv- 
ices which  benefit  our  communities. 

The  Red  Feather  campaigns  will  be  start- 
ing up  soon  in  each  of  our  counties.  They 
have  the  full  endorsement  of  the  Medical 
Society.  Your  fellow  member,  Norman  Can- 
non, will  direct  the  solicitations  of  physicians 
for  the  campaign  in  Northern  Delaware. 
Many  physicians  have  done  their  part  in  the 
past;  however,  one-third  of  our  members  did 
not  contribute  at  all  last  year.  It’s  time  to 
take  a second  look,  then  dig  deep — give 
your  Fair  Share! 

SALUTE 

The  Editorial  and  Business  Staff  of  the 
Journal  is  particularly  pleased  to  welcome 
Lakeside  Laboratories  back  into  these  pages. 
The  company  has  contracted  for  an  impressive 
schedule,  over  a six-month  period,  beginning 
with  this  issue.  We’re  gratified  at  this  con- 
crete demonstration  of  Lakeside’s  faith  in 
local  medical  journalism,  here  and  elsewhere. 
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Tobacco  Research 
Tally 


Noted  At  The 
Fair 


Doctors’ 
House  Call 


Increased 
Recognition 
For  Vitamin  E 


Some  problems  still  to  be  solved  by  scientific  investigators  are:  How  does 
tobacco  smoke  produce  damage  to  the  human  body?  Why  do  some 
people  appear  to  tolerate  the  effects  of  smoking  better  than  others?  Is 
there  a single  factor  or  are  there  several  involved  in  the  tobacco  smoke 
danger?  Nobel  prize  winner  Daniel  Bovet,  says  the  problem  “May  be 
one  of  quantity,”  and  limits  himself  to  three  cigarettes  a day.  He  added 
“Under  certain  circumstances,  one  cigarette  may  improve  memory  and 
learning  ability  but  smoking  in  quantity  can  be  noxious  and  neutralize 
the  positive  effect.” 

A recent  report  from  the  Agriculture  Department  indicates  that  Ameri- 
cans are  now  smoking  more  than  ever  before.  During  1964  the  per  capita 
consumption  of  cigarettes  by  persons  18  and  older  was  approximately 
210  packages. 

The  ultra-modern  Atomedic  Hospital,  a one  story  portable  building  at  the 
New  York  World’s  Fair,  is  doing  a brisk  business.  It  was  estimated  that 
from  200  to  300  persons  a day  are  being  treated  at  the  hospital  or  at 
the  3 first-aid  stations.  Last  year,  over  53,000  had  occasion  to  receive 
treatment  there.  This  hospital,  which  duplicates  a similar  structure  in 
Birmingham,  Ala.,  has  evoked  great  interest  from  medical  people  here 
and  from  foreign  countries.  It  has  been  purchased  by  a Florida  medical 
group  for  delivery  after  the  Fair  closes  in  October.  Health  Insurance 
Institute. 

The  following  member  speakers  are  scheduled  for  July  on  the  Tuesday 
radio  program  (11:05  a.m.,  WDEL)  sponsored  by  the  Medical  Society  of 
Delaware:  Jack  C.  Sallee,  Allergy;  William  T.  Hall,  Arthritis;  Alfred  E. 
Bacon,  Jr.,  Heat  Stroke;  John  W.  Alden,  Jr.,  X-ray. 

The  recent  action  of  the  U.S.  Pharmacopeia  in  setting  a requirement  of 
11  mgm  or  15  international  units  of  Vitamin  E in  multiple  vitamin  prep- 
arations, follows  recognition  of  Vitamin  E as  a dietary  essential  for  man 
by  the  Food  and  Nutrition  Board  of  the  National  Research  Council  and 
the  F.D.A.  Vitamin  E is  essential  to  keep  red  blood  cells  intact  and 
to  prevent  too  rapid  a breakdown  of  tissue  fats.  As  an  antioxidant  it 
also  protects  Vitamin  A from  breakdown.  Investigators  believe  Vitamin 
E has  a more  specific  function  as  a coenzyme,  activating  enzymes  to 
catalyze  the  chemical  processes  of  the  body,  as  do  many  other  vitamins. 
Extravagant  claims  made  for  the  value  of  Vitamin  E have  often  cast  a 
shadow  over  it.  There  is  no  present  basis  for  its  use  in  menopause,  male 
infertility,  muscular  dystrophy,  heart  disease,  erythematosus,  scleroderma, 
nephritis,  or  diabetes.  Vitamin  E,  like  Vitamin  A,  is  a fat-soluble  vitamin, 
as  opposed  to  the  water-soluble  vitamins,  such  as  vitamins  B and  C.  It 
is  stored  in  the  liver  and  in  fatty  tissues  throughout  the  body.  Many 
common  food  sources — such  as  cottonseed,  corn,  soy  bean,  peanut  and 
safflower  oils  are  rich  in  this  vitamin.  Other  foods  providing  important 
amounts  are  eggs  and  wheat  germ.  No  toxic  effects  from  large  amounts 
of  Vitamin  E have  ever  been  found. 
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Pediatricians 
Take  Note 


New  Medical 
Division  For 
Employment 
Agency 


Good  Omen? 


Brief  Briefs 


Nurses  at  the  Gainesville  (Fla.)  Hospital  and  Clinic  are  overwhelmingly 
in  favor  of  tossing  out  the  conventional  starched  white  uniform  and  cap 
after  four  years  of  wearing  colored  dresses,  street  hose  and  shoes  while  on 
duty  in  the  pediatrics  unit.  The  first  six-month  experiment  showed  that 
the  change  to  colored  dresses  proved  children  are  afraid  of  people  dressed 
in  white  uniforms.  In  general,  children  from  six  months  to  five  years 
cried  less,  ate  better,  could  be  held  for  physical  examination  and  seemed 
more  eager  to  be  helped  by  a nurse  in  a colored  dress  than  by  one  in  a 
white  uniform.  The  nurses  and  some  of  the  doctors  see  a possibility  of 
the  same  advantages  in  the  adult  patient.  Amer.  Hospital  Association 

A specialized  service  for  professional  and  non-professional  personnel  in 
the  local  medical  field  is  available  through  Snelling  and  Snelling,  Employ- 
ment Counselors,  917  Washington  St.,  Wilmington.  A Medical  Division 
headed  by  Mrs.  Phyllis  West,  will  pre-screen  applicants;  submit  accurate 
profiles  of  the  most  highly  qualified,  and  arrange  for  interviews  at  your 
convenience.  It  is  now  accepting  requests  to  fill  positions  offered  by 
physicians,  hospitals,  laboratories,  and  related  concerns.  Furthermore, 
a cross-index  of  potential  employees,  screened  by  175  branches  of  Snelling 
and  Snelling’s  coast-to-coast  network,  is  available  to  the  Medical  Division. 
Mr.  N.  Norman  Schutzman,  local  manager  of  Snelling  and  Snelling,  says 
that  for  all  medical  employment  needs  Mrs.  West  can  be  reached  at 
OL  5-6565. 

A letter  from  French  President  Charles  cle  Gaulle  to  the  French  Academy 
of  Sciences  castigates  French  scientists  who  “betray”  the  language  by 
not  speaking  it  at  international  scientific  meetings.  De  Gaulle  called  the 
situation  deplorable  that  the  French  language  today,  so  remarkably 
suited  by  its  clarity  and  precision  to  the  expression  of  scientific  thought, 
is  betrayed  by  those  who  should  insure  and  require  its  use.  A govern- 
ment spokesman  said  the  Preident  was  annoyed  at  the  increasing  use  of 
English  as  the  language  of  scientists.  Newsletter  ( Medical  World  News) 

• Last  year  was  the  country’s  worst  for  accidents.  Deaths  resulting  from 
accidents  in  the  U.S.  in  1964  were  estimated  to  be  104,000  with  more 
than  half  of  these  occurring  in  automobile  mishaps.  To  be  classified  as 
an  accident  in  this  study,  the  victim  had  to  require  medical  attention,  or 
at  least  one  day  of  restricted  activity.  The  home  continues  to  be  the 
place  where  most  accidents  occur.  “We  need  to  give  accidents  the  same 
kind  of  attention  we  give  disease,”  stated  Luther  L.  Terry,  M.D. 

• The  1965  Flu  incidence  is  above  last  year’s  but  well  below  the  level 
set  in  1963,  according  to  the  National  Disease  and  Therapeutic  Index. 
Influenza,  as  classified  by  N.D.T.I.  includes  grippe,  or  influenza  combined 
with  any  form  of  pneumonia  or  other  respiratory  or  digestive  problem, 
e.g.,  bronchitis,  pleurisy,  gastric  or  intestinal  influenza. 

• 1964  marked  the  lowest  point  ever  in  polio  incidence  in  the  U.S. A. — 
only  121  reported  cases;  1963  recorded  449  cases.  The  yearly  average 
for  the  10  year  period — 1946-1955  was  32,890  cases.  Without  the  medical 
arrest  of  the  Salk  Vaccine  (1955)  and  the  Sabin  Vaccine  (1961)  it  is 
conceivable  that  somewhere  between  30,000-40,000  persons  a year  might 
have  been  subsequently  afflicted  with  poliomyelitis. 
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REPORT  OF  KENT  COUNTY  PRESIDENT 


It  is  with  a sense  of  pride  and  gratitude 
that  this  report  of  the  program,  productivity 
and  progress  of  the  Woman’s  Auxiliary  to  the 
Kent  County  Medical  Society  of  Delaware 
for  the  year  1964-65  is  compiled.  It  has  been 
a year  of  added  growth  and  growing  up,  as 
suggested  by  our  national  president.  These 
things  were  all  made  possible  with  the  past 
president’s  foresight  and  a cooperative  and 
efficient  membership  that  desired  to  improve 
the  quality  of  its  activities. 

When  v/e  analyze  our  growth,  we  recognize 
it  falls  into  two  categories — membership  and 
organization.  Our  membership  increased  by 
seven  members.  Although  we  have  not  been 
able  to  retain  a record  of  one  hundred  per- 
cent, we  are  not  ashamed  of  an  over  ninety- 
nine  percent  account  in  membership.  We  put 
forth  a special  effort  in  the  auxiliary  to  wel- 
come the  new  members  and  bring  our  old 
members  closer  together.  This  was  accomp- 
lished with  a coffee  that  was  so  successful, 
it  was  recommended  as  a part  of  our  activi- 
ties for  next  year. 

An  interesting  program  was  presented  at 
our  mid-winter  meeting.  The  director  of  the 
Golden  Opportunity  (a  workshop  for  the 
handicapped  in  lower  Delaware)  was  our 
guest  speaker.  It  was  an  informative  and 
stimulating  program  that  extended  our  in- 
terest and  knowledge  in  an  added  direction. 

The  Future  Nurses  Tea  was  held  in  mid- 
March.  A new  approach  was  initiated  in 
regard  to  its  planning.  It  was  felt  that  the 
members  of  the  eight  clubs  involved  would 

17.1 


MRS.  EDWARD  S.  DENNIS 


receive  more  benefits  if  they  planned  and 
controlled  the  program.  This  plan  was  sent 
out  to  the  schools  and  the  response  was  very 
enthusiastic.  Several  schools  offered  to  be 
host;  however,  John  Bassett  Moore  High 
School  in  Smyrna  was  selected  as  a “first,” 
since  it  was  the  first  school  in  the  area  to 
develop  a Future  Nurses  Club.  The  Smyrna 
club  showed  great  creativity  and  ability  in 
getting  the  job  done.  Although  we  have  not 
completely  evaluated  the  merits  of  this  year’s 
tea,  we  feel  that  a new  dimension  has  been 
added  to  this  program. 


We  are  now  in  the  process  of  evaluating  our 
annual  awards  to  recipients  of  the  most  out- 
standing members  of  the  Future  Nurses  Clubs. 
Previously,  we  have  presented  a book  on 
nursing;  however,  the  area  has  increased  to 
include  health  careers  other  than  nursing, 
and  we  are  attempting  to  find  a more  inclu- 
sive award.  This  is  only  a small  factor,  but 
it  is  indicative  of  growth.  Replacement  of 
the  old  uniform  to  the  new  candystripe  proved 
to  be  an  element  of  pleasure  for  the  club 
members  who  participate  in  the  volunteer 
work  at  the  Kent  General  Hospital.  Three 
schools  are  actively  involved  in  this  program. 

Our  organizationoal  base  grew  with  the 
addition  of  an  executive  committee  that  was 
utilized  and  a membership  chairman  who 
did  a wonderful  job. 

In  retrospect,  our  past  year  has  not  been 
one  of  standing  still,  but  building  toward 
goals  of  internal  improvement. 

Virginia  M.  Dennis,  President 
July,  1965 
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A NEW  ANTIMICROBIAL  AGENT,  NegGram®, 
USED  IN  CHRONIC  PYELONEPHRITIS 


• Problems  inherent  in  the  successful  treatment  of  chronic 
pyelonephritis  are  discussed  with  special  reference  to  the  use 
of  NegGram  (R)  which  has  a broad  spectrum  of  activity  and 
allows  the  persistent  or  emergent  organism  to  regain  its 
sensitivity  to  commonly  used  oral  drugs. 


Edward  S.  McCabe,  M.D. 


A new,  orally  active  naphthyridine,  nali- 
dixic acid  ( l-ethyl-7-methyl-l,  8-  naphthy- 
ridin-4-one-3-carboxylic  acid,  MW  232.2, 
Ci-Hr-N-O  ),  synthesized  at  the  Sterling  Win- 
throp  Research  Institute  in  1958,  has  recently 
been  found  effective  against  gram  negative 
organisms.1 

The  original  study2  was  conducted  among 
10  hospital  out-patients  with  resistant  Kleb- 
siella urinary  tract  infections  in  whom  ob- 
structive uropathy  was  not  a co-existing  fac- 
tor. In  this  small  number  of  cases  the  results 
were  as  follows:  one-third  of  the  infections 
were  eliminated;  one-third  of  the  patients  ex- 
perienced emergence  of  another  type  organism 
which  was  sensitive  to  commonly  used  drugs; 
and,  in  the  remaining  patients  the  organism 
persisted  but  regained  its  sensitivity  to  the 
to  the  usual  drugs,  i.e.  Mandelamine,  etc. 
Thus  it  appears  that  nalidixic  acid  (NA)  in- 
hibits nucieic  acid  synthesis  and  allows  more 
highly  differentiated  systems  to  regain  their 
sensitivity.  That  this  oral  preparation  can 

Dr.  McCabe  is  Medical  Consultant,  Medical  Outpatient  Depart- 
ment, Philadelphia  General  Hospital. 


be  successfully  used  as  an  out-patient  pro- 
cedure is  of  special  significance  in  view  of  the 
fact  that  Klebsiella  is  only  sensitive  in  vitro 
to  Colistin,  Kanamycin  and  Novobiocin.  Hos- 
pitalization of  patients  during  the  treatment 
course  is  usually  mandatory  when  these  costly 
antibiotics  are  used. 

These  favorable  results  prompted  further 
studies  to  delineate  the  therapeutic  spectrum 
of  NA  and  to  define,  if  possible,  the  optimum 
therapeutic  regimen. 

Method  of  Study 

Stable  oral  suspensions  of  nalidixic  acid, 
NegGram  (R),  were  prepared  containing  50 
mgm  /cc  for  pediatric  use  and  100  mgm  /cc 
for  adults.  One  group  of  25  patients  were 
given  1 gm.  t.i.d.  for  12  days  while  another 
group  of  10  patients  were  given  1 gm.  q.i.d. 
for  10  days.  Previous  to  treatment,  all  pa- 
tients had  been  seen  at  the  receiving  ward  of 
a large  city  hospital  and  usually  at  the  Genito- 
urinary (G.U.)  Clinic  before  being  referred  to 
the  Medical  Clinic.  In  all  cases,  the  infection 
was  recurrent  or  persistent  in  nature.  Prior 
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to  therapy,  patients  were  evaluated  by  routine 
laboratory,  bacteriological  and  sensitivity 
tests,  x-ray  studies  including  intravenous  uro- 
grams and  renal  function  tests  Urine  speci- 
mens analyzed  before,  during  and  after  ther- 
apy were  carefully  collected  by  the  mid-stream 
technique  after  cleansing  of  the  penis  head  or 
labial  areas  with  pHisoHex. 

Results 

Clinically,  the  drug  was  well  tolerated  in 
every  case.  Because  some  of  the  patients 
were  diabetic,  no  glucose  tolerance  tests  were 
done;  however,  no  definite  abnormalities  were 
noted.  No  untoward  effects  were  elicited  from 
patients.  The  medicine  was  generally  con- 
sidered palatable. 

Of  25  patients  receiving  3 gm.  daily  for 
12  lays,  15  responded  favorably.  These  in- 
cluded patients  with  the  following  types  of 
infections:  1 patient  with  E.  coli  alone;  4 
patients  with  E.  coli  mixed  with  other  organ- 
isms; 6 patients  with  Klebsiella  infections;  1 
patient  with  a Proteus  infection;  and,  3 pa- 
tients with  Proteus  mixed  with  other  organ- 
isms. In  3 patients  with  mixed  E.  coli  infec- 
tions, the  other  organisms  did  not  respond  to 
NA  treatment,  although  they  became  sensitive 
to  common  antibiotics  subsequently.  In  2 
patients  with  Klebsiella  infections,  the  organ- 
ism persisted  but  became  sensitive  to  Fura- 
dantin  and  subsequently  was  eradicated.  In 
an  additional  2 patients  with  Klebsiella,  a 
new  organism  emerged  but  was  sensitive  to 
NA  and  thus  eliminated.  In  1 patient  with  a 
Proteus  infection,  E.  coli  occurred  or  emerged 
and  was  subsequently  eradicated;  mixed  Pro- 
teus infections  were  eradicated  in  2 patients, 
while  in  1,  Proteus  persisted  but  was  sensi- 
tive to  Mandelamine. 

In  the  group  of  10  patients  who  received 
4 gm.  daily  for  10  days,  the  organism  was 
Klebsiella  alone  in  6 cases,  Klebsiella  in  com- 
bination with  Proteus  in  2 cases,  E.  coli  alone 
in  1 patient  and  Proteus  alone  in  1 patient. 
Klebsiella  infections  uniformly  responded  fav- 
orably to  this  course  of  therapy  although  in 
1 patient  the  Klebsiella  was  seen  to  emerge 
into  Proteus  that  was  sensitive  to  Furadantin 
and  subsequently  eradicated.  The  Proteus 


organism  alone  was  resistant  and  this  patient 
is  now  on  Polycillin  therapy.  It  appears  to 
be  a fact  that  sensitivity  to  common  oral  anti- 
septics or  antibiotics  is  regained  after  the  use 
of  NegGram. 

Discussion 

The  old  question  of  tissue  levels  versus 
blood  levels  and  ultimately  urine  levels  in 
treating  gram  negative  urinary  infections 
seems  to  be  coming  to  the  front  again.  Nali- 
dixic acid  appears  to  have  a selectively  higher 
renal  tissue  level  of  the  order  of  2-4:1  com- 
pared with  other  commonly  used  drugs.  For- 
tunately, the  hydroxylated  metabolic  (HNA) 
appears  to  have  a similar  in  vivo  antibacterial 
spectrum.3  Bicarbonate  supplementation  can 
increase  the  rate  of  free  NA  in  urine  to  that 
of  the  conjugated  form  but  not  necessarily 
in  the  tissues. 

What  factor  or  factors  make  the  kidney 
susceptible  to  organisms  not  ordinarily  infec- 
tive for  other  tissues?  First,  the  anticom- 
plementary activity  of  renal  tissue  is  about 
10  times  higher  than  that  of  other  tissues, 
presumably  due  to  its  high  glutaminase  ac- 
tivity.4 It  has  been  postulated  that  reversed 
lymphatic  flow  from  increased  interstitial 
pressures  through  the  medulla  increases  bac- 
terial retention.  The  difference  in  osmolarity 
in  the  medulla  may  favor  protoplast  formation 
and  persistence.  It  would  appear  that  eryth- 
romycin, which  inhibits  protein  metabolism,  is 
one  of  the  few  effective  antibiotics  against 
this  stage.  The  change  in  tissue  permeability 
of  the  cell  wall  due  to  the  formation  of  meta- 
bolic by-products  allows  for  intracellular  pene- 
tration and  growth  of  organisms  such  as  Pro- 
teus and  makes  them  more  resistant  to 
therapy.  The  capacity  to  excrete  hydrogen 
ions  in  response  to  ammonium  chloride  loading 
is  disproportionately  greater  in  patients  with 
pyelonephritis  than  in  normal  individuals. 

In  clinical  practice,  the  incidence  of  pyelo- 
nephritis is  10%  more  frequent  in  females 
than  in  males.  The  fact  that  the  frequency 
is  the  same  in  both  sexes  at  autopsy  examina- 
tion indicates  that  the  condition  in  females 
may  be  overdiagnosed.  Definitive  diagnosis, 
however,  is  many  times  difficult.  To  help 
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establish  a positive  diagnosis  in  such  cases 
(prior  to  or  during  antibiotic  therapy)  when 
there  is  an  organism  present  but  a low  colony 
count,  a fresh  subculture  should  be  made  daily 
and  the  antibodies  in  the  patient’s  serum 
titrated  out.  Any  value  greater  than  1/160 
titer  is  diagnostic  for  a clinical  pyelitis  and 
an  attempt  must  be  made  to  knock  out  the 
organism  as  rapidly  as  possible  once  its  pres- 
ence has  been  identified.  Every  attempt 
should  be  made  to  gram  stain  urinary  sedi- 
ment and  culture  the  sample  within  a half 
hour  after  its  collection,  particularly  in  diffi- 
cult or  resistant  cases.  Routine  sensitivities 
are  generally  not  needed  today  hut  should 
he  reserved  for  such  difficult  cases  since  the 
experienced  internist  can  usually  select  an 
effective  therapeutic  agent  from  his  knowledge 
of  the  infective  organism. 

The  frequency  with  which  the  use  of  in- 
strumentation in  the  genito-urinary  area  is 
accompanied  by  infection  is  well-known/’6 
Thrupp  et  al1  have  shown  that  in  pregnant 
women,  shaving  the  perineal  area  in  the  im- 
mediate pre-partum  period  increased  the  per- 
centage of  positive  urine  cultures  from  0.5% 
to  2%;  intermittent  catheterization  of  these 
patients  increased  the  rate  to  10%.  When 
indwelling  catheters  were  used,  70%  of  pa- 
tients developed  bacturia  and  18%  bacter- 
emia.8’9 Such  data  indicate  that  aseptic  ex- 
amination and  instrumentation  techniques 
need  further  refinement.  The  use  of  lubricat- 
ing jelly  containing  a disinfectant  may  be  of 
value.  Careful  complete  voiding  in  the  pre- 
partum  period  may  also  be  helpful  in  reducing 
the  frequency  of  catheterizing  patients. 

The  recurrence  of  urinary  tract  infections 
and  the  development  of  hypertension  from 
this  cause  are  postulated  by  the  “pyeloneph- 
ritis lenta”  concept.  Thus,  as  already  indi- 


cated, tissue  levels  of  a drug  or  its  effectiveness 
against  protoplasts  appear  to  be  an  important 
factor.  While  most  urine  will  respond  in  5-7 
days  to  therapy  with  symptomatic  relief  oc- 
curring in  48-72  hours,  further  investigation 
is  needed  on  the  question  of  following  this  up 
with  a 10-day  course  of  a drug  such  as  nali- 
dixic acid  to  eradicate  any  lenta  phase  or 
with  erythromycin  to  knock  out  the  protoplast 
phase. 

Proteus  infections  seem  to  respond  to  nali- 
dixic acid  or  Polycillin;  Pseudomonas  to  Colis- 
tin  or  Gentamycin;  and,  Klebsiella,  to  a 
variety  of  therapeutic  agents  including  nali- 
dixic acid.  E.  coli  responds  well  to  nalidixic 
acid,  but  generally  speaking,  there  are  fewer 
E.  coli  urinary  infections  seen  by  the  internist 
though  this  may  be  more  apparent  than  real. 
One  would  have  a good  opportunity  to  learn 
more  about  drug  action  when  typing  of  E. 
coli  is  available  since  this  organism  has  many 
serologic  types  and  the  emergence  of  different 
strains  is  a common  phenomennon  during 
therapy. 

Summary 

NegGram  (R)  suspension  used  in  4 gm/day 
dosage  over  a 10  day  course  was  effective  in 
80%  of  patients  with  persistent  or  recurrent 
gram  negative  urinary  tract  infections  with- 
out urinary  obstructive  lesions.  The  prob- 
ability that  the  drug  interferes  with  nucleic 
acid  metabolism  is  raised  since  other  modes 
of  growth  expression  recover  their  sensitivity 
after  such  treatment.  Some  of  the  problems 
inherent  in  establishing  a favorable  response 
to  treatment  for  pyelonephritis,  such  as  the 
“pyelonephritis  lenta”  concept  and  protoplast 
formation,  are  reviewed.  A plea  is  made  for 
improvement  in  aseptic  examination  tech- 
niques and  the  guarded  use  of  instrumenta- 
tion. 
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GINGIVAL  HYPERPLASIA 
in  Dilantin  Therapy  for  Epileptics 


• Overgrowth  of  gingival  tissue  resulting  from 
the  use  of  Dilantin  Sodium  must  be  controlled  by 
periodic  examination  and  conservative  periodontal 
therapy  in  treatment  of  epileptic  patients. 


J.  Paul  Winthrop,  D.D.S,  F.A.C.D. 
Rajindar  Nath  Kapur,  B.D.S.  (India) 


Dilantin  Sodium,  the  drug  of  choice  in  epi- 
leptics, is  diphenyl  hydantoin  sodium,  a deriv- 
ative of  glycolyl-urea,  with  the  structural 
formula: 

H 

(C6H5)2 C 

C = 0 

/ 

C N 

I!  I 

O Na 

It  is  an  odorless,  white  powder  with  a bitter 
taste;  soluble  in  water,  slightly  soluble  in 
alcohol  and  insoluble  in  benzene  and  ether. 
When  dissolved  in  water,  it  forms  an  alka- 
line solution  with  a pH  11.7. 

It  is  supplied  in  the  form  of  capsules  or  as 
Dilantin  in  suspension  for  patients  developing 
gastric  irritation  from  the  conventional 
method  of  administration.  Dosage  is  1 to  6 
capsules  per  day  (each  capsule  being  1*4  gr. 
or  1/10  gm.). 

Hypertrophy  and  Hyperplasia 

Nomenclature:  The  terms  hyperplasia  or 
hypertrophy  or  both  have  been  used  by  in- 
vestigators to  describe  the  gingival  overgrowth 
resulting  from  the  use  of  Dilantin  Sodium. 

Dr.  Winthrop  is  Dental  Consultant  to  the  Department  of  Mental 
Health,  Delaware;  Dr.  Kapur  is  a third  year  Resident  at  the  Del- 
aware State  Hospital. 


In  the  classification  of  periodontal  diseases 
(1942)  recommended  by  the  Nomenclature 
Committees  of  the  A.D.A.  and  the  American 
Academy  of  Periodontology,  “hypertrophy” 
was  the  term  used  to  designate  “overgrowth” 
of  gingival  tissue,  characteristic  of  certain 
cases  including  those  caused  by  the  action  of 
Dilantin  Sodium. 

Tn  1944,  Miller17  asserted  that  “hypertro- 
phy” is  an  increase  in  the  size  of  individual 
cells,  as  a result  of  which  an  organ  may  be- 
come enlarged.  Hyperplasia,  on  the  other 
hand,  he  maintained,  is  an  increase  in  the 
number  of  cells  of  an  organ,  often  the  result 
of  irritation,  thus  also  increasing  its  size. 

Accordingly,  either  hyperplasia  and  hyper- 
trophy, or  both,  characterized  Dilantin  over- 
growth. 

The  report  of  the  Committee  on  Nomen- 
clature of  the  American  Academy  of  Perio- 
dontology in  1947  altered  this.  Orban18  de- 
scribed (1)  “Hypertrophy”  as  an  overgrowth 
of  an  organ  by  enlargement  of  its  specific 
tissue  elements,  an  enlargement  serving  use- 
ful function,  and  (2)  ‘Hyperplasia”  as  an 
enlargement  of  an  organ  caused  by  (a)  multi- 
plication of  its  structural  elements  or  (b)  to 
an  accumulation  of  foreign  elements  such  as 
fluid  and  inflammatory  cells,  an  enlargement 
which  does  not  necessarily  serve  an  increased 
and  useful  function  of  the  organ.  Hence,  he 
argued,  hyperplasia  is  the  correct  term  for 
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the  gingival  enlargement  caused  by  Dilantin. 

Etiology  of  Dilantin  Gingival  Hyperplasia 

The  exact  cause  of  gingival  hyperplasia 
from  Dilantin,  the  distribution  of  Dilantin 
throughout  the  body,  and  the  method  by 
which  it  exerts  its  effect  is  unknown.  The  re- 
action is  toxic  in  nature  and  varies  greatly 
in  different  persons,  depending  on  individual 
tolerence  and  sensitivity  to  the  drug. 

Kimball1  was  the  first  to  observe  gingival 
hyperplasia  with  Dilantin.  He  tried  to  cor- 
relate the  deficiency  of  vitamin  C and  gingival 
hyperplasia  and  maintained  that  the  degree 
of  hyperplasia  is  directly  proportional  to  vita- 
min C deficiency  and  that  individuals  with 
marked  hyperplasia  showed  the  lowest  levels 
of  ascorbic  acid,  though  the  usual  symptoms 
of  scurvy  were  absent.  This  was  supported 
by  some,  but  the  later  workers  disproved  the 
theory  conclusively. 

Grutrizit,2  working  on  the  relationship  of 
Dilantin  and  vitamin  C.  levels  in  guinea  pigs, 
reported  that  the  course  of  scurvy  induced 
by  deficient  diet  was  not  modified  by  adminis- 
tration of  Dilantin  Sodium,  50  mg./kilo  gm. 
and  that  normal  guinea  pigs  did  not  exhibit 
any  symptoms  of  vitamin  C deficiency  under 
prolonged  treatment  with  Dilantin  and  no 
effect  on  the  utilization  of  vitamin  B or  C 
was  indicated.  Lennox3  later  supported  this 
finding. 

It  has  been  demonstrated,  and  it  is  our 
experience,  that  Dilantin  is  the  only  drug 
used  by  epileptics  which  causes  gingival  hyper- 
plasia and  that: 

a.  With  the  withdrawal  of  the  drug,  there 
is  gradual  disappearance  of  gingival  abnormal- 
ity over  a period  of  several  weeks  or  longer 
and  that  if  the  drug  is  prescribed  later,  gingi- 
val hyperplasia  returns. 

b.  With  a constant  dosage  there  is  no  pre- 
dictable course  as  to  onset,  progressiono,  or 
regression  of  the  hyperplasia. 

c.  An  increase  in  dosage  sometimes  precipi- 
tates a gingival  hyperplasia  in  patients  under 
treatment  who  have  had  no  oral  manifesta- 
tions before. 


d.  Sometimes  arrested  or  static  cases  are 
again  stimulated  to  growth  by  an  increase 
in  dosage. 

Race,  no  doubt  is  a factor,  for  there  are 
more  cases  of  hyperplasia  among  patients 
predominantly  dark-skinned  and  having 
more  excess  of  body  hair,  than  in  average 
groups. 

Stern,  Eisenbud  and  Klatell4  noted  that  the 
longer  the  period  of  therapy  lasted,  the  larger 
the  incidence  and  degree  of  hyperplasia. 

Macfarlane,  Baxter  and  Mitchell3  reported 
that  34%  of  their  patients  manifested  hyper- 
plasia early  in  treatment  and  a year  later 
55%  of  the  same  group  had  gingival  over- 
growths. 

Glickman-Lewitus6  maintain  that  the  con- 
stitutional tendency  to  produce  hyperplasia 
varies  with  individuals.  Why  one  person 
has  this  systematic  tendency  and  another 
does  not,  cannot  be  explained  satisfactorily. 
Clinical  evidence  points  to  endocrine  disturb- 
ances in  the  background  of  a great  number  of 
cases,  but  these  cannot  be  clearly  identified 
(Eslerberg,  Herbert  and  White7). 

Salama  and  Hilmy8  reported  an  endocrine 
disturbance  from  Dilantin  Sodium.  The  pa- 
tient involved,  a child,  had  a muscular  torso, 
precocious  sex  development,  marked  pubic 
hair  and  teeth  covered  with  hyperplastic 
gingivae. 

Brandon9  suggests  that  the  cause  might 
be  from  secretions  of  by-products  of  Dilan- 
tin Sodium  in  saliva  coming  in  contact  with 
epithelium,  and  thereby  causing  a prolifer- 
ation. 

Frankel10  believes  the  larger  the  dose,  the 
greater  the  hyperplasia.  This  may  be  true, 
especially,  if  the  dosage  is  greater  than  the 
optimum  for  the  patient. 

Robinson11  believes  that  a higher  incidence 
of  overgrowth  during  Dilantin  therapy  is 
found  in  younger  age  groups,  while  other  in- 
vestigators (Ziskin,  Stowe  and  Zagarelli12  and 
Macfarlane,  Baxter  and  Mitchellibkl  demon- 
strated that  gingivitis  is  common  among 
epileptic  children  regardless  of  treatment 
used,  and  attributed  this  to  lack  of  good  oral 
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hygiene.  These  workers,  however,  could  not 
find  any  direct  relationship  between  the  rela- 
tive cleanliness  of  mouth  and  the  extent  of 
gingival  hyperplasia. 

There  has  been  considerable  controversy  as 
to  whether  local  factors  such  as  calculus  de- 
posits, oral  sepsis,  ill-designed  restorations, 
cervical  cavities  and  traumatic  occlusion  con- 
tribute directly  or  indirectly  to  gingival  tis- 
sue overgrowth  during  Dilantin  therapy  or 
whether  these  conditions  have  no  relation- 
ship. 

Ziskin,  Stowe  and  Zegarelli12  have  suggested 
that  because  of  gingival  inflammation  caused 
by  local  factors,  stasis  is  produced  in  the  ter- 
minal capillaries,  thus  making  possible  the 
action  of  Dilantin  in  producing  hyperplasia. 

Tooth  irregularities  may  be  sufficient  to 
encourage  development  of  gingival  hyper- 
plasia where  the  basic  tendency  exists  but  are 
not  of  themselves  the  mechanism  for  the  ini- 
tiation of  the  lesion.  Eisterberg  and  Whiteibitl 
observed  certain  patients  with  open  bites  ex- 
hibited marked  hyperplasia.  White  and  Mac- 
farlane  added  mouth-breathing  as  a contribu- 
ting cause  of  inflammation  in  gingival  hyper- 
plasia. 

Other  General  Observations 

Most  investigators  have  noted  the  occur- 
rence of  gingival  hyperplasia.  The  nervous 
system  is  sometimes  attacked  and  tremors, 
vertigo,  ataxia  and  a feeling  of  uneasiness 
may  result.  Blurring  of  vision,  diplopia,  with 
gastro-intestinal  disturbances,  such  as  nausea 
and  vomiting,  anorexia  and  loss  of  weight  are 
also  reported.  Age,  sex,  color,  length  of  treat- 
ment, degree  of  therapeutic  effectiveness  of 
Dilantin,  size  of  optimum  dosage,  weight  and 
height,  and  individual  tolerance  or  sensitivity 
to  the  drug  are  all  factors  which  have  been 
noted  in  connection  with  administration  of 
the  drug.  There  is  little  or  no  change  in 
blood  count  or  blood  pressure. 

Cases  of  mild  dermatitis  have  been  re- 
corded by  Merrit  and  Putman.16 

Clinical  Appearance  of  Gingival  Hyperplasia 

Typical  Dilantin  hyperplasia  appears  first 


as  a thickening  of  the  gingival  marginal  tissue 
about  all  teeth,  usually  most  pronounced 
about  the  labio-gingival  margin  of  the  anterior 
teeth.  In  its  uncomplicated  state,  the  tissue 
is  dense,  with  normal  pink  color,  but  in  the 
complicated  state  it  may  be  deeper  in  color, 
of  spongy  consistency,  and  may  bleed  easily. 

The  basic  or  primary  lesion  begins  as  a 
painless  minute,  discrete  projection  of  the 
gingival  tissue,  somewhat  lobulated,  though 
firm,  pink,  resilient,  and  does  not  bleed  easily. 

The  entire  gingival  marginal  tissue  may  re- 
act to  Dilantin,  causing  interproximal  tissue 
to  enlarge  slightly  and  to  fill  interproximal 
spaces,  while  at  the  same  time,  labial,  buccal 
and  lingual  surfaces  of  the  gingivae  increase 
slightly.  As  this  process  continues,  the  tissue 
thickens  more  and  more  and  encroaches  on  the 
clinical  crowns.  The  buccal  and  lingual  areas 
show  a linear  elevation.  The  interproximal 
gingivae  thicken,  completely  filling  the  spaces 
and  begin  to  bulge  labio-lingually  and  bucco- 
lingually. 

The  gingivae  enlarge  slowly  and  cover 
greater  and  greater  areas  of  the  clinical 
crowns.  The  interproximal  tissues  become 
mulberry-like  and  begin  to  coalesce  with  the 
lingual,  labial  and  buccal  tissues,  while  in  the 
anterior  part  of  the  mouth,  especially,  cur- 
tains of  pendulant  tissue  are  formed  causing 
the  teeth  crown  to  be  covered  so  as  to  reveal 
V-shaped  enamel.  In  the  posterior  part  of 
the  mouth  this  can  also  happen,  but  the  ap- 
pearance is  usually  a ridge-like  mass  along 
the  buccal  and  lingual  surfaces  continuous 
with  interproximal  spaces. 

In  a few  cases,  the  overgrowth  is  so  great 
that  the  crowns  are  completely  buried  by  ab- 
normal tissue  which  forms  a massive  fibroma- 
tosis. Then  the  lesions  become  painful,  injury 
resulting  from  efforts  to  masticate  food  and 
the  patient  is  seriously  inconvenienced.  Tis- 
sue becomes  traumatized,  inflammatory  re- 
actions occur  and  this  is  superimposed  on  the 
original  disturbance. 

The  end  result  is  one  of  a generalized  hyper- 
plasia. The  redundant  tissue  may  be  lifted 
away  from  the  teeth  with  little  pain.  The 
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normal  gingival  attachments  are  unaltered, 
regardless  of  the  degree  of  overgrowth. 

Microscopic  Picture 

Histologic  studies  appear  to  corroborate  the 
secondary  role  of  local  irritation  to  initial 
hyperplastic  tendency.6 

In  a very  early  stage  of  recurrence  after 
surgery,  which  may  occur  as  early  as  two 
weeks  during  Dilantin  therapy  but  usually 
takes  a few  months,  examination  revealed  a 
non-specific  hyperplasia  of  epithelium  and 
underlying  stroma. 

Epithelium-. 

(1)  The  keratin  layer  is  not  much  altered, 
although  it  appears  thinner  than  usual. 

(2)  The  epithelium  shows  proliferative 
change,  evidenced  by  the  greatly  in- 
creased number  of  nuclei  in  prickle  and 
basal  cell  layers.  The  hyperchromatic 
nuclei  take  a deep  stain  and  show  an 
increased  number  of  mitotic  figures. 
There  is  some  hydropic  change. 

Epithelial  proliferation  is  accentuated  by 
the  downward  extension  of  the  basal  layer 
into  the  proliferating  stroma  with  “rete-peg” 
formation,  acanthosis  and  scattered  pearl 
formation. 

In  some  cases,  epithelial  whorls  are  seen, 
possibly  due  to  the  growth  of  epithelial  pegs 
and  to  their  having  been  sectioned  at  right 
angles.  Some  degree  of  cornification  can  be 
seen  in  the  center  of  the  whorls. 

Connective  Tissue:  Proliferation  of  the  cor- 
ium  is  even  more  marked  than  that  of  the 
epithelium  and  hence  the  gingival  enlarge- 
ment. Many  young  fibroblasts,  in  an  appar- 
ent state  of  hyperactivity,  are  seen  through- 
out the  interdental  and  alveolar  portion  of 
the  stroma.  Masses  of  inflammatory  exudate, 
composed  mainly  of  round  cells  with  a few 
plasma-cells  and  a few  polymorphonuclears 
are  seen.  This  inflammatory  reaction  is  more 
prominent  in  the  interdental  papillae.  There 
is  an  increase  in  the  number  and  size  of  blood 
vessels  and  lymph  channels.  Calcified  masses 
of  bone  have  been  seen  in  the  corium  (Zega- 
relli  and  Ziskin13). 
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In  a newly  recurrent  lesion,  new  formation 
of  collagen  fibrils,  haphazardly  distributed 
singly  and  in  small  groups  with  no  definite 
bundle  arrangement  may  be  seen.  This  for- 
mation of  collagen  fibrils  is  pronounced  in 
advanced  lesions  and  concentrate  themselves 
in  definite  bundle  formation. 

Glickman  and  Lewitusib!d  noticed  that  in 
the  newly  recurrent  lesion,  there  is  an  ab- 
sence of  cellular  infiltration  in  the  presence  of 
a definite  proliferative  change,  as  contrasted 
with  a large  leukacytic  infiltration  in  the  ad- 
vanced lesion.  They  believed  that  this  sug- 
gests the  secondary  nature  of  the  inflamma- 
tory response  (i.e.,  to  local  irritations  as  op- 
posed to  initial  hyperplastic  tendency). 

Color  Changes 

The  color  in  uncomplicated  cases  is  coral 
pink.  The  most  common  color  changes  are 
associated  with  an  inflammatory  response  in 
the  underlying  tissue. 

(1)  In  a mouth  with  a slight  distribution 
of  transitory  cheesy  materia  alba  and  accom- 
panying hyperemia,  the  lesion  becomes  bril- 
liant red. 

(2)  With  more  chronic  circulatory  disturb- 
ances, as  seen  with  calculus  or  other  local 
irritants,  the  circulatory  condition  approach- 
ing venous  stasis  and  accompanied  by  bleed- 
ing into  tissues  and  secondary  pigmentation, 
the  tissue  varies  from  light  purple  to  an 
eventual  dusty  blue.  Patients  in  which  the 
gingivae  present  a general  ischemic  appear- 
ance, show  an  area  of  hyperplasia  which  as- 
sumes a marked  pallor. 

The  size  of  the  lesion  varies  in  different 
mouths  and  also  within  the  same  mouth. 
There  are  individual  variations  in  the  degree 
of  hyperplasia  in  different  individuals  or  even 
in  the  same  mouth  from  minute  abnormalities 
to  enormous  outgrowth.  The  individual  pre- 
disposition to  Dilantin  hyperplasis  seems  to 
determine  the  degree  of  excess  growth.  It 
appears  that  where  irritational  factors  are  the 
greatest,  the  extent  of  the  hyperplasia  is  the 
greatest. 

Hyperplasia  activity  is  greatest  most  of  the 
time  on  the  labial  surface  of  the  anterior  teeth, 
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while  very  few  cases  ever  show  lingual  in- 
volvement. 

Discussion 

In  determining  the  extent  of  the  lesion,  it 
is  important  to  differentiate  between  that 
produced  by  hyperplasia  and  that  resulting 
from  inflammatory  complications.  With  the 
removal  of  local  irritational  factors,  the  in- 
flammatory reaction  may  disappear  and  the 
overgrowth  diminish  until  only  the  basic  hy- 
perplasia remains. 

(1)  Mouths  with  heavy  calculus  deposition 
may  be  devoid  of  Dilantin  hyperplasia. 

(2)  Cases  have  been  recorded  where,  de- 
spite excellent  oral  hygiene  and  no  irritational 
factors,  there  is  a profuse  lesion. 

It  may  thus  be  said  that  where  edema 
exists,  secondarily  extenuating  the  initial  hy- 
perplasia, it  is  not  necessarily  related  to  the 
hyperplastic  tendency. 

Most  workers  reported  no  hyperplasia  as- 
sociated with  edentulous  mouths,  except  Es- 
terberg  and  White, ibid  who  noted  that  partial 
dentures  with  anterior  tooth  abutments 
directly  on  the  ridge  caused  hyperplasia,  the 
same  as  that  surrounding  the  natural  teeth, 
and  that  there  was  overgrowth  onto  facings 
of  fixed  bridges. 

No  other  tissue  of  the  body  is  known  to 
react  to  Dilantin  except  a lesion  found  by 
Stern,  Eisenbud  and  Klatellibid  in  a palate. 
This  presented  two  small  pairs  of  hyperplas- 
tic nodules  which  returned  after  surgical  ex- 
cision. 

Where  teeth  are  separated,  the  lesion  tends 
to  be  smaller  than  where  the  teeth  are  in 
contact,  perhaps  because  of  the  self-cleansing 
action. 

Ziskin,  Stowe  and  Zegarelliibid  believe  that 
in  the  absence  of  local  periodontal  treatment, 
Dilantin  gingivitis  progresses  from  mild  to 
severe,  with  eventual  movement  of  teeth,  re- 
sorption of  inter-septal  bone,  thus  producing 
looseness  of  teeth,  and  finally  their  loss. 

In  exaggerated  cases  of  hyperplasia,  the 
teeth  may  drift  from  pressure  caused  by  over- 


growth of  tissue.  Berg  and  Perlman14  re- 
ported a case  of  labial  drift  due  to  tissue  over- 
growth. Swinehart15  reported  cases  of  mal- 
occlusion due  to  tissue  overgrowth. 

The  form  or  contour  of  gingiva  depends  on 
the  degree  of  overgrowth  and  edema.  In  the 
presence  of  local  irritations,  the  consistency 
or  density  may  change  from  normal  dense 
firm,  stippled  tissue  to  a soft,  spongy,  smooth 
and  glossy  friable  tissue. 

As  the  final  stage  is  reached,  overgrowth 
becomes  so  great  that  it  is  difficult  for  the 
patient  to  maintain  any  semblance  of  good 
hygiene.  The  flaps  of  tissue  harbor  fermented 
detritus  and  conditions  are  favorable  for  the 
formation  of  sub-gingival  calculus  and  caries. 

When  the  hyperplasia  is  complicated  by 
systemic  or  local  factors,  the  classic  picture 
may  be  changed.  Local  irritants  (especially 
poor  hygiene),  supra  and  sub-gingival  cal- 
culus, improperly  designed  cervical  margins 
of  restorations  and  cervical  cavities  may  cause 
inflammation,  superimposed  on  the  original 
hyperplastic  lesion.  Thus,  the  color,  size, 
form  and  consistency  of  the  basic  hyperplasia 
are  altered. 

It  should  be  noted  that  Robinson,  Esterberg 
and  White15  disagreed  somewhat  with  the 
foregoing  description.  They  observed  that  in 
the  first  change  from  normal  the  gingivae  were 
slightly  deepened  in  color. 

Ziskin,  Stowe  and  Zegarelli,15  in  an  analy- 
sis of  sixty  patients  on  active  medication,  show 
still  a different  picture.  Based  on  their  ob- 
servation, the  hyperplasia  is  classified  in  the 
following  grades  of  severity: 

Class  O — 48%,  no  changes. 

Class  I — 14%,  Qualitative  changes  (in- 
creased density  as  exhibited  by  marked  stip- 
pling and  granular  effect).  In  histologic  sec- 
tion, this  represented  a concentration  of  col- 
lagenous material  and  thickening  of  surface 
epithelium,  a picture  of  low-grade  inflam- 
mation with  extensive  round  cell  infiltration, 
rather  than  one  of  edema  or  capillary  en- 
gorgement. 

Class  II — 26%,  Quantitative  changes.  (It 
shows  an  increase  in  the  tissue  which  can  as- 
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sume  either  of  the  two:  a)  beginning  as  a 
spreading  of  sides  of  gingival  papillae  to 
produce  triangulation  of  inter-proximal  mu- 
cosa and  then  lobulation  with  cleft  formation 
at  the  coalescence  of  the  lobules;  b)  second 
form  started  as  a marginal  festoon  on  a cres- 
centric  swelling  which  slowly  increased  in  size, 
forming  a gradual  downward  roll  of  tissue 
upon  crown  of  tooth. 

Class  III — 10%,  increase  of  tissue  to  a 
point  where  there  is  encroachment  on  the 
clinical  crown. 

Class  IV — 2%,  increase  of  tissue  to  a point 
where  there  is  interference  with  function. 
Much  of  their  work  agrees  with  the  general 
statement  above. 

From  their  study,  it  is  obvious  that  the 
average  Dilantin  gingival  reaction  they  ob- 
served was  mild  and  a severe  change  was  ex- 
ceptional. 

Treatment 

Because  of  the  nature  of  the  hyperplasia 
and  as  the  intricate  mechanism  of  its  etiology 
has  yet  to  be  determined,  our  present  knowl- 
edge permits  but  three  approaches: 

(1)  Cessation  of  drug:  This  leads  to  a 
gradual  diminution  in  size  of  lesion,  with  ap- 
parently normal  appearance  after  a few  weeks. 
This  is  not  a practical  approach,  at  the 
moment.  Hence,  stress  is  laid  on  the  local 
methods  of  treatment  to  keep  the  hyperplasia 
under  control. 

(2)  Thorough  scaling  and  curretage:  All 
the  inflammatory  processes  are  eliminated 
and  the  gingivae  reduced  to  minimal  hyper- 
plastic tissue. 

(3)  If  the  hyperplasia  interferes  with 
normal  function,  i.e.,  mastication  of  food,  or 
if  it  is  a source  of  increasing  orthodontic  or 
periodontal  problems,  then  gingivectomy  is 
indicated,  restoring  essentially  normal  con- 
tour. This,  if  followed  by  vigorous  home- 
care,  will  keep  the  tissue  within  tolerable 
limits  for  a long  time. 

In  controlling  epileptic  seizures  with  Dilan- 
tin, side  effects  frequently  occur,  sometimes 
annoying,  but  rarely  contra-indicating  the 


use  of  the  drug.  With  optimum  dosage,  side 
effects  rarely  occur  and  if  they  do,  are  mild. 

Recent  State  of  Delaware  Survey 

In  a clinical  study  of  137  patients  of  all 
socio-economic  groups  and  with  ages  rang- 
ing from  9 months  to  70  years  (70%  of  whom 
are  under  12  years  of  age)  in  Delaware  State 
Hospital,  Bacon  Health  Center,  and  Hospital 
for  Mentally  Retarded,  we  found  that  nearly 
72%  of  the  patients  showed  some  kind  of 
gingival  hyperplasia.  According  to  their  sever- 
ity, they  are  classified  as  follows:  (after  the 
method  of  Stern,  Eisenbud,  and  Klatell) 

Class  O — 27%  Class  II  — 32% 

Class  I — 15%  Class  III  — 18% 

Class  IV  — 8% 

At  the  time  of  the  examination,  all  of  these 
patients  were  on  active  medication  as  follows: 

Dilantin — dosage  varying  according  to  age 
and  severity  of  symptoms  from 
gr.  |§  tid  to  gr.  1*4  tid  and  this 
being  supplemented  by 

a)  Mellaril — 50  mgs  tid  or 

b)  Phenobarbital  gr.  *4  to  1*4  tid 

In  the  above  studies,  it  was  clear  that  the 
average  Dilantin  reaction  was  mild  and  that 
the  hyperplastic  activity  was  not  proportional 
to  the  amount  of  Dilantin  ingested  or  to 
length  of  time  the  patient  had  been  taking 
the  drug. 

Almost  all  of  the  patients  showing  hyper- 
plasia were  in  the  young  age  group,  i.e.,  chil- 
dren or  young  adults.  It  was  also  noted  that 
sex  or  race  were  not  factors  in  this  series. 

Present  Methods  of  Treatment 

1.  Periodic  examination  and  conservative 
periodontal  therapy.  Most  of  the  patients 
are  not  capable  of  following  normal  “home 
care”  routines,  being  mentally  or  physically 
handicapped,  so  monthly  check-ups  are  util- 
ized, consisting  of  removal  of  sub  and  supra- 
gingival calculus  with  vigorous  gingival  ther- 
apy under  inspection. 

2.  Cessation  of  drug:  Though  cessation  of 
Delantin  leads  to  gradual  diminution  it  is 

(Continued  on  Page  192) 
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FRACTURES  OF  THE  MANDIBLE 


• Fractures  of  the  mandible  may  occur  from  a 
variety  of  causes.  Early  recognition  and  prompt 
treatment  are  essential  in  the  restoration  of  the 
masticatory  function  and  facial  form..  Diagnosis 
and  several  methods  of  reduction  are  discussed. 


Sherwood  H.  Wolfson,  D.D.S. 


With  the  exception  of  the  nasal  bones,  the 
mandible  is  the  most  frequently  injured  bone 
of  ihe  maxillofacial  group.  Early  recognition 
and  treatment  of  these  fractures  is  important 
so  as  to  minimize  the  loss  of  function  and  a 
permanent  cosmetic  defect. 

Generally  these  fractures  are  either  patho- 
logic, traumatic  or  surgical.  Fractures  of  the 
mandible  are  classed  in  a manner  similar  to 
other  bones  of  the  body  and  they  may  be 
single,  multiple,  simple,  comminuted,  compli- 
cated and  impacted.  These  fractures  may  be 
further  classed  as  to  location  with  the  angle 
of  the  mandible  being  the  most  common  site 
followed  by  fractures  through  the  mental 
foramen,  the  neck  of  the  condyle,  the  sym- 
physis, the  ramus  and  the  coronoid  process 
(see  figures  1 and  2).  Fragmental  fractures 
may  result  from  high  velocity  injuries  or 
where  the  initial  force  is  to  the  teeth,  par- 
ticularly the  anterior  teeth. 

Pathological  fractures  may  result  from  in- 
fection, cysts,  tumors  and  radionecrosis.  This 
group  is  the  most  difficult  to  treat  because 
of  the  attendant  bone  loss.  Surgical  fractures 
may  result  from  tooth  removal,  particularly 
third  molars  (wisdom  teeth  which  are  im- 
pacted). Radical  surgery  for  malignancies 
where  only  sections  of  the  mandible  are  in- 
tended for  removal  may  result  in  fracture 
when  an  insufficient  amount  of  bone  is  left 
or  when  manipulation  of  the  bone  is  over- 
vigorous.  Fractures  resulting  from  trauma 

Dr.  Wolfson  is  Chief,  Department  of  Dental  Surgery,  Veterans 
Administration  Hospital,  Wilmington. 


Figure  1 

The  mandible  and  common  fracture  sites 


are  the  most  common  and  when  this  is  the 
case  the  first  considerations  are  hemorrhage, 
maintenance  of  an  adequate  airway,  nutrition, 
infection  and  soft  tissue  repair. 

Determination  of  fractures  of  the  mandi- 
ble are  best  done  with  the  air  of  radiographs. 
Other  symptoms  include  improper  occlusion 
of  the  teeth,  deviating  movements  of  the 
mandible,  crepitus,  pain,  swelling,  tenderness 
and  obvious  deformity.  A commoon  neuro- 
logical symptom  is  numbness  of  the  lip  which 
is  the  result  of  injury  to  the  inferior  alveolar 
nerve  which  passes  through  the  body  of  the 
mandible  and  sends  a branch  through  the 
mental  foramen  to  the  lip. 

Reduction  of  mandibular  fractures  is  both 
varied  and  controversial,  it  would  appear 
though  that  any  technique  which  results  in 
adequate  stability  and  apposition  of  the  frag- 
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merits  will  result  in  a satisfactory  reduction. 
Some  factors  which  influence  the  method  of 
reduction  are  the  site  of  fracture,  remaining 
dentition,  degree  of  displacement,  soft  tissue 
damage  and  physical  condition  of  the  patient. 
When  the  maxillary  arch  is  intact  and  has  ade- 
quate dentition  it  is  most  important  to  re- 
establish occlusion,  it  is  also  most  useful  in 
the  stabilization  of  the  mandible.  Methods 
of  reduction  may  be  broadly  classed  as  intra- 
oral  and  extraoral.  The  most  popular  method 
of  intraoral  fixation  is  the  use  of  arch  bars 
wired  to  the  teeth  and  stabilized  with  elastics 
between  the  maxillary  and  mandibular  arches. 
Wire  loops  between  the  teeth  are  often  substi- 
tuted for  the  arch  bars,  these  are  also  stabil- 
ized with  elastics.  Intermaxillary  wires  may 
be  substituted  for  elastics  but  they  lack  the 
traction  effect.  Intraoral  splints  may  be  fab- 
ricated to  fit  around  the  teeth  or  over  the 
edentulous  ridges,  these  appliances  are  usually 
held  in  place  by  circumferential  wires  around 
the  body  of  the  mandible  or  wires  between 
the  teeth.  The  use  of  a patient’s  denture  as 
a splint  is  most  expedient  and  effective.  In 
the  case  of  a completely  edentulous  patient, 
the  use  of  a denture  or  prepared  acrylic  splint 
with  circumferential  wires  placed  anterior  and 
distal  to  the  fracture  with  reciprocal  support 
on  the  other  side  of  the  arch  is  most  adequate 

It  should  be  kept  in  mind  that  even 
though  a fracture  may  be  unilateral,  bilateral 
stabilization  is  most  important.  Fixation  by 
open  reduction  can  be  accomplished  with  in- 
terosseous wiring  or  various  types  of  bone 
plates,  and  intermedulary  pins.  External  fix- 
ation using  pins,  head  frames,  and  head  band- 
ages are  also  effective. 


Figure  2 

Bilateral  fracture  involving  angle  and  mental  area 


The  need  to  restore  function  cannot  be 
overemphasized  in  the  treatment  of  these 
fractures  since  not  only  masticatory  ability  is 
involved  but  speech  and  appearance  are  fac- 
tors which  may  be  altered  if  adequate  repair 
is  not  accomplished. 

While  the  dentist  is  not  the  only  one  trained 
in  the  treatment  of  fractures  of  the  jaws,  he 
is  usually  the  most  available  and  his  under- 
standing of  the  principles  of  restoration  of  the 
oral  apparatus  is  second  to  none,  therefore, 
his  aid  is  often  sought  in  the  treatment  of 
these  conditions. 


CLINICAL  CENTER  STUDY  OF  LIVER  DISEASE  OF  UNCERTAIN  ETIOLOGY 

Of  interest  for  this  study  are  patients  with  liver  disease  of  uncertain  etiology 
who  would  require,  in  the  opinion  of  the  referring  physician,  a liver  biopsy  as 
well  as  other  studies  to  help  establish  a specific  diagnosis.  Those  patients  with 
long-standing  hyper-bilirubinemia  or  abnormal  serum  enzyme  levels  would  be  of 
particular  interest.  Patients  accepted  for  this  study  will  be  admitted  for  ap- 
proximately two  weeks  and  should  anticipate  having  a liver  biopsy  preformed. 
Interested  physicians  may  contact:  Mathew  Menken,  M.D.,  Clinical  Center,  Room 
4-N-117,  National  Institutes  of  Health,  Bethesda,  Md. 
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WHY  AUTOMATION? 


* Automated  equipment  is  one  solution  to  the 
age-old  problem  of  manpower  shortage.  It  is 
possible  to  accomplish  a reasonable  job  while 
being  understaffed  only  if  proper  choice  of 
equipment  is  made. 


In  our  ever-changing  and  advancing  civili- 
zation, one  problem  plaguing  public  health  ad- 
ministrators has  remained  more  or  less  static. 
This  problem  is  that  of  maintaining  an  ade- 
quate staff  to  meet  the  changing  needs.  We 
not  only  have  to  train  personnel  to  our  par- 
ticular tasks,  but  find  it  difficult  to  keep  them 
once  trained.  Unfortunately,  we  do  not  have 
the  magic  formula  to  solve  this  problem,  but 
we  do  feel  that  automation  enables  us  to  be 
of  better  service  with  our  present  staff.  I 
will  not  attempt  to  go  into  all  the  automation 
being  used  by  health  agencies,  but  rather  re- 
port on  Delaware’s  attempt  to  provide  better 
service  through  its  laboratories.  One  of  our 
more  serious  deficiencies  has  been  in  the 
analytical  needs,  both  from  manpower  short- 
ages and  lack  of  instrumentation  and  method- 
ology. 

The  Delaware  State  Board  of  Health,  in 
cooperation  with  the  Delaware  Water  Pollu- 
tion Commission,  has  in  use  two  Technicon 
Auto  Analyzers  in  addition  to  the  normal 
instruments  found  in  a well-stocked  labora- 
tory. We  have  recently  purchased  a gas 
chromatograph  and  infrared  spectrophotome- 
ter and  plan  to  purchase  materials  for  work  in 
paper  and  strip  chromatography  in  the  near 
future. 

The  Technicon  Auto  Analyzer  has  been 
widely  used  in  the  medical  profession  and 
has  the  capability  to  perform  over  fifty  analy- 
ses of  concern  to  us.  Among  these  are: 
amino  acids,  chlortetracycline  and  tetracy- 
clines, total  cholesterol,  cholinesterase,  cyclo- 
serine, glucose,  simultaneous  glucose  and 

Mr.  Bryson,  B.S.,  M.S.,  is  Director  of  the  Water  Pollution  Com- 
mission, State  of  Delaware. 


John  C.  Bryson,  M.S. 

blood  urea  nitrogen,  hemoglobin,  lysine,  peni- 
cillin, total  protein,  streptomycin,  urea  nitro- 
gen, uric  acid,  vitamins  and  others.1 

Gas  chromatography  and  its  applications  to 
our  field  were  brought  to  the  forefront  in 
recent  years,  particularly  with  the  increased 
use  of  insecticides  and  pesticides.  The  gas 
chromatograph  is  an  excellent  instrument  for 
screening  of  samples,  in  addition  to  quanti- 
tively  measuring  many  compounds.  One  spe- 
cific use  of  screening  would  be  amino  acids. 
Once  a particular  acid  is  identified  as  being 
present,  the  Technicon  Auto  Analyzer  is  an 
excellent  instrument  for  use  in  quantitative 
measurements.  Among  the  anlyses  that  can 
be  performed  on  a gas  chromatograph  are: 
fatty  acids  and  antiacids,  related  compounds, 
carbohydrates,  and  related  polyhydroxyl  com- 
pounds, cholesterol,  progesterone,  stigmas- 
terol,  amino  acids,  Krebs  cycle  intermediates, 
steroids,  pregnanedione,  and  rostanedione.2 
The  gas  chromatograph  is  a standard  instru- 
ment used  in  identification  of  insecticides  and 
pesticides.  It  also  has  many  applications  to 
sewage  and  water  works  analyses  in  that  pri- 
marily any  organic  compound  can  be  identi- 
fied and  quantitatively  measured.  Such  diffi- 
cult, tasks  as  volatile  fatty  acids  in  sewage 
have  been  automated  on  chromatographic 
equipment. 

Infrared  spectrophotometers  are  necessary 
to  any  laboratory  charged  with  identification 
of  unknowns.  The  qualitative  and  quantita- 
tive measurements  of  chemical  compounds 
that  are  of  significant  interest  to  us  are  but 
one  of  the  many  uses  of  infrared  spectropho- 
tometry. Considerable  use  has  been  made 
(Continued  on  Page  192) 
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On  July  30,  1965,  Medicare  became  law. 

On  the  day  that  President  Johnson  signed  the  bill,  I told  the  press 
that  there  should  be  no  public  confusion  about  the  attitude  of  the  Medical 
Society  of  Delaware.  H.R.  6675  had  become  Public  Law  89-97,  and  we 
as  citizens  expected  to  recognize  it  as  the  law  of  the  land. 

The  Council  came  to  grips  with  this  problem  in  June,  when  it  estab- 
lished a policy  for  Delaware’s  delegate  concerning  several  resolutions  of 
non-participation  which  were  before  the  AMA  House  of  Delegates.  The 
Council  felt  the  impropriety  of  failing  to  accept  a responsibility  that  only 
medicine  could  discharge,  and  directed  that  the  resolutions  be  opposed. 

There  is  nothing  in  this  that  implies  that  we  relinquish  our  right  to 
criticize  or  seek  constructive  change.  On  the  contrary,  we  are  obligated 
by  the  principles  of  ethics  to  accept,  willingly,  no  condition  of  practice 
that  keeps  us  from  giving  our  patients  the  best  medical  care  we  can.  To 
the  extent  that  the  obligations  conflict,  we  can  and  should  use  every 
legal  means  to  reconcile  them. 

Unfortunately,  and  perhaps  inevitably,  there  has  been  confusion.  Some 
of  this  has  resulted  from  sheer  distortion,  as  when  a TV  commentator 
implied  that  one  anonymous  physician  who  proposes  to  limit  his  practice 
to  the  under-65  is  representative  of  doctors  generally.  Other  confusion 
has  developed  from  perfectly  accurate  but  somewhat  one-sided  coverage, 
as  when  the  Wilmington  papers  gave  a six-column  headline  on  August  12 
to  a New  York  Times  report  of  an  AMA  opinion  that  individual  non- 
participation is  legal,  but  ignored  completely,  so  far  as  I saw,  a New 
York  Times  report  of  August  7 in  which  Undersecretary  of  HEW  Cohen 
said  exactly  the  same  thing. 

I would  like  to  state,  clearly  and  simply,  the  position  of  the  physicians 
of  Delaware  as  they  lead  me  to  interpret  it.  We  cannot,  and  will  not  try 
to  coerce  a single  doctor  into  participation.  The  vast  majority  of  us, 
however,  will  do  what  we  can  to  make  the  Medicare  program  meaningful 
to  our  patients.  To  the  extent  that  Medicare  permits  us  to  give  our  best, 
we  shall  accept  it.  To  the  extent  that  it  may  interfere — and  none  of  us 
has  seen  the  regulations — we  shall  tell  the  people,  and  do  everything  we 
can  by  legal  means  to  change  it. 


August,  1965 


189 


c^ 


Personal 

Glimpses 

George  J.  Boines,  M.D.,  will  have  a scientific  exhibit  at  the  Congress  of 
Physical  Medicine  and  Rehabilitation  in  Philadelphia,  August  22-27,  on 
Management  of  Multiple  Sclerosis  with  Intrathecally  Injected  Methyl 
Prednisolone  Acetate,  A Review  of  100  Cases  . . . William  0.  LaMotte, 
Jr.,  M.D.,  testified  in  Washington  on  August  8th  before  the  Subcommittee 
on  Antitrust  and  Monopoly  of  the  Senate  Judiciary  Committee.  He 
represented  the  AMA  in  the  inquiry  regarding  the  dispensing  of  eyeglasses 
by  physicians  . . . James  B.  McClements,  M.D.,  was  recently  elected 
president  of  the  Dover  Special  School  District  Board  . . . William  H. 
Duncan,  M.D.,  had  a Case  Report  published  in  the  July  19  (page  247) 
issue  of  JAMA  . . . 

Speakers  on 
“Doctors’  House 
Call”  Program 

Member  speakers  scheduled  for  early  August  and  succeeding  weeks  on 
the  Tuesday  radio  program  (11:05  a.m.  WDEL)  sponsored  by  the  Medical 
Society  of  Delaware  are:  Aug.  3:  Joseph  W.  Abbiss,  M.D.,  Cancer  Ex- 
aminations; Aug.  10:  Henry  H.  Stroud,  M.D.,  Mental  Retardation ; Aug. 
17,  James  M.  Hofford,  M.D.,  Lung  Cancer;  Aug.  24,  John  F.  Gehret, 
M.D.,  Prenatal  Care ; Aug.  31,  Christopher  R.  Donoho,  M.D.,  Hay  Fever; 
Sept.  7,  Robert  B.  Flinn,  M.D.,  Diseases  of  the  Kidney. 

AEC  Amends 
Regulations 

The  Atomic  Energy  Commission  has  revised  Appendix  B.  ( Concentration 
in  Air  and  Water  Above  Natural  Background)  of  Part  20,  ( Standards  of 
Protection  Against  Radiation)  and  the  notice  is  recorded  in  the  Federal 
Register  as  published  on  August  10th. 

The  revision  provides  values  for  certain  individual  radioisotopes  not  now 
listed;  revises  existing  values  for  soluble  strontium-90;  and  provides  ap- 
plicable values  for  any  radioisotope  not  individually  listed.  Appendix  B 
will  include  specific  values  for  all  radioisotopes  currently  of  some  radio- 
logical significance — generally  applicable  values  of  isotopes  which  may 
become  significant  at  some  future  time  included.  This  is  the  first  recorded 
change  to  be  made  in  Appendix  B since  1961. 

Services 

Available 

• A library  of  more  than  200  1-hour  tape  recordings,  devoted  to  com- 
prehensive discussions  of  every-day  office  problems  by  leading  specialists, 
has  just  been  released  to  the  medical  profession  by  the  Audio-Digest 
Foundation.  These  recordings  also  represent  edited,  on-the-spot  reports 
from  major  meetings  of  groups  such  as  the  AMA,  ACP,  ASA,  ACOG  and 
others.  This  1965  Catalog  of  Classics  is  available  free  of  charge  and  may 
be  obtained  by  writing  to:  Foundation  Editorial  Offices,  619  S.  Westlake 
Avenue,  Los  Angeles  90057. 

• The  first  directory  of  health  facility  planning  agencies  in  the  U.S.A. 
has  been  issued  by  the  AMA.  Single  copies  of  the  Areawide  Planning 
Directory  are  available  without  cost  to  physicians,  medical  associations 
and  researchers.  Bulk  prices  are  available  upon  request.  Address  orders 
to:  Hospitals  and  Medical  Facilities,  AMA,  535  North  Dearborn  Street, 
Chicago  60610. 
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Meeting 


The  Red  Feather 
Points  At  You 


The  Month 
In  Washington 


Hospitalization 


Nursing  Home  Care 


Three  delegates  and  three  alternates  from  Delaware  will  attend  the  annual 
meeting  of  the  American  Association  of  Medical  Assistants,  October  13-17, 
at  the  Hotel  Roosevelt,  New  York.  All  members  of  the  Delaware  Chap- 
ter, delegates  are:  Mrs.  Bea  Vincent,  Hockessen;  Mrs.  Constance  Zytkus 
and  Mrs.  Etta  Loucks  of  Wilmington.  Alternates  are:  Mrs.  Emily  Grass 
and  Mrs.  Jane  Reinhardt  of  Wilmington;  Mrs.  Aimee  Sklut  of  New  Castle. 
Mrs.  Vincent  will  take  an  active  part  in  the  national  education  seminar 
which  will  include  discussions  of  communications  equipment,  the  patient’s 
health  needs,  community  health  resources,  and  work  simplification. 

Fund  President  Pierre  S.  duPont  has  announced  that  the  Red  Feather 
Campaign  will  kick  off  on  September  24.  “Opportunity  Center”  is  joining 
the  Fund  for  the  1965  campaign.  Previously  it  solicited  contributions 
independently.  The  campaign  will  support  38  local  private  agencies 
which  provide  basic  health,  welfare  and  character  building  services  to 
the  community.  The  War  on  Poverty  program  is  expected  to  increase 
the  needs  for  Red  Feather  Services  this  coming  year. 

The  new  Social  Security  medicare  law  provides  for  persons  65  years  and 
older  a basic  hospitalization  plan  financed  with  Social  Security  taxes  and 
a subsidized,  voluntary,  supplementary  medical  insurance  program.  Both 
programs  will  start  July  1,  1966. 

The  existing  Kerr-Mills  program  of  medical  assistance  to  the  needy 
and  near-needy  aged  is  expanded  and  combined  with  all  the  other  federal- 
state  medical  assistance  programs  into  one  plan  with  simplified  adminis- 
tration, a uniform  grant  formula,  specified  benefits  and  minimum  eligi- 
bility requirements. 

Under  the  supplementary  program,  the  patients  could  pay  the  doctor 
and  be  reimbursed  80  per  cent  of  a “reasonable”  fee.  If  the  doctor  so 
chose,  he  could  let  the  patient  assign  to  him  the  amount  the  patient 
would  be  reimbursed.  If  payment  is  on  the  basis  of  an  assignment,  the 
“reasonable”  fee  would  have  to  be  accepted  as  the  full  payment.  If  the 
physician  receives  payment  only  directly  from  the  patient,  he  can  charge 
the  amount  he  chooses  regardless  of  what  is  determined  to  be  a “reason- 
able” fee. 

Up  to  90  days  in  each  spell  of  illness.  The  patient  pays  the  first  $40  of 
hospital  costs.  If  he  stays  more  than  60  days,  he  pays  $10  for  each 
additional  day  up  to  the  90-day  limit.  A spell  of  illness  starts  with  the 
first  day  of  hospitalization  and  ends  when  the  patient  has  spent  60  con- 
secutive days  without  hospital  or  nursing  care. 

The  hospitalization  covers  room  and  board,  prescribed  drugs  while 
hospitalized  and  other  services  and  supplies  except  private  duty  nursing 
and  services  of  physicians  other  than  internes  or  residents  in  training. 
Chi’istian  Science  sanatoriums  and  psychiatric  hospitals  are  included. 
There  is  a lifetime  limit  of  190  days  in  a psychiatric  hospital. 

Up  to  100  days  in  an  extended  care  facility  in  each  spell  of  illness  after 
a stay  of  at  least  three  days  in  a hospital.  There  is  no  charge  to  the 
patient  for  the  first  20  days.  The  patient  pays  $5  for  each  day  above 
20,  up  to  the  100-day  limit. 
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.Home  Nursing  Up  to  100  visits  by  nurses  or  technicians  in  a one-year  period  following 

the  patient’s  discharge  from  a hospital  or  extended  care  facility.  The 
services  furnished  must  be  in  accordance  with  a program  set  up  and 
periodically  reviewed  by  a physician. 

Diagnostic  Services  Tests  and  related  diagnostic  services,  other  than  those  performed  by 
physicians,  that  are  normally  provided  by  hospitals  to  out-patients.  The 
patient  pays  $20  of  the  charge  for  each  diagnostic  study  provided  by  the 
same  hopsital  in  a 20-day  period.  The  patient  pays  20  per  cent  of  the 
charges  above  $20. 

Supplementary  Program  Persons  enrolling  in  this  program  will  pay  $30  a month  in  premiums.  The 

federal  government  will  match  this  with  a payment  of  $3  a month  for 
each  participant.  The  federal  share,  about  $600  million  a year,  will 
come  from  general  tax  revenues.  The  insurance  supplements  the  basic 
program  by  covering  most  other  major  medical  expenses  except  those  for 
dental  services,  medicines  and  drugs. 

A participant  in  the  program  pays  $50  of  his  annual  costs  for  the 
services  and  supplies  covered.  He  also  pays  20  per  cent  of  the  annual 
costs  above  $50  while  the  program  pays  80  per  cent. 

The  coverage  includes: 

Physicians’  services,  including  surgery,  whether  performed  in  a hospital, 
clinic,  office  or  home. 

Up  to  100  home  nursing  visits  each  year  in  addition  to  those  allowed 
under  the  basic  program  and  without  any  requirement  for  prior  hos- 
pitalization. 

Various  services  and  supplies,  whether  provided  in  or  out  of  a medical 
insititution,  such  as  x-ray  and  other  diagnostic  tests,  radiological  treat- 
ments, surgical  dressings,  splints,  casts,  iron  lungs  and  other  specified 
prosthetic  devices,  artificial  arms,  legs  and  eyes  and  ambulance  service. 


GINGIVAL  HYPERPLASIA  IN  DILATIN  THERAY 

(Continued  from  Page  180) 
not  a practical  approach,  as  no  other  drug 
can  control  all  kinds  of  epileptic  seizures. 
Hence,  stress  is  laid  on  reduction  of  the  Dil- 
antin dosage  and  supplemental  drug  action 
with  other  anti-convulsive  drugs  such  as 
Mesantoin  and  Mysoline  have  proved  to  be 
of  help. 

3.  Surgery  is  utilized  in  patients  where 
function  is  impaired;  i.e.,  those  having  diffi- 
culty in  mastication  of  food  or  speech  or  the 
hypertrophy  is  so  extensive  as  to  cause  mal- 
occlusion of  such  an  extent  as  to  require 
orthodontia. 


References  will  be  supplied  by  the  Journal  on  request. 


WHY  AUTOMATION? 

(Continued  from  Page  188) 
of  infrared  identification  of  bacteria.  The  in- 
frared spectrophotometer  is  a universal  instru- 
ment and  its  many  applications  will  not  be 
realized  for  several  years. 

In  general,  health  agencies  rarely  have 
time  to  conduct  research.  However,  in  our 
present  day  environment  the  effects  of  thous- 
ands of  new  compounds  which  are  finding 
their  way  into  air,  water,  milk  and  foods  are 
either  unknown  or  unrealized  at  this  time. 
It  is  imperative,  therefore,  that  better  ana- 
lytical techniques  be  employed  to  detect  and 
measure  the  presence  of  these  compounds. 

References  will  be  supplied  by  the  Journal  on  request. 
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SYNOPSIS  OF  CARDIOLOGY 

This  Journal  discontinued  the  publication 
of  book  reviews  a number  of  years  ago.  We 
do  not  intend  to  change  our  present  policy 
but  a recent  book  entitled  “Synopsis  of  Cardi- 
ology” by  William  I.  Gefter,  Bernard  H.  Pas- 
tor, and  Ralph  M.  Myerson  is  deserving  of 
comment  for  several  reasons.  In  the  first 
place  the  authors,  Philadelphians,  are  well 
known  to  many  members  of  our  Society.  In 
fact,  the  junior  author  spent  five  years  in 
Delaware  at  the  Veterans  Hospital  where  his 
superior  ability,  pleasing  personality,  and 
devotion  to  his  patients  endeared  him  to 
many  of  us. 

In  the  words  of  the  authors,  they  “aim  to 
summarize  the  various  aspects  of  cardiovas- 
cular disease  in  a concise  and  readable  form 
without  sacrificing  completeness  (hoping) 
that  this  book  may  prove  of  value  to  students 
of  medicine  at  all  levels  of  interest  and  train- 
ing.” That  they  have  fulfilled  this  aim  in  an 
admirable  manner  is  an  understatement. 

The  book  is  divided  into  six  sections.  The 
first,  The  Cardiovascular  Examination,  con- 
tains a section  on  electrocardiography  of  100 
pages  and  one  on  x-ray  examination  of  the 
heart  of  75  pages.  The  second  section,  Cir- 
culatory Failure,  is  over  100  pages  in  length. 
The  sections  Arrhythmias,  Diseases  of  the 
Vascular  System,  and  Special  Problems,  are 
relatively  small,  the  other  main  section  being 
the  Types  and  Causes  of  Heart  Disease.  This 
lends  to  a balanced  book.  The  material  is 
handled  in  a clear  and  concise  manner  by  all 
three  of  the  authors  who,  incidentally,  sign 
each  chapter.  It  is  refreshing  and  most  help- 
ful to  find  selected  references  rather  than  an 
attempt  at  a complete  bibliography.  The  ref- 
erences are  all  excellent. 

While  the  chapters  are  fairly  well  distri- 
buted among  the  three  authors,  the  pages 
are  top  heavy  in  that  more  than  400  of  the 
total  840  of  them  are  by  Dr.  Pastor.  We  find 


no  fault  with  this  because  he  writes  extremely 
well  and  his  writings  have  always  carried  the 
stamp  of  authority.  Dr.  Pastor’s  many  friends 
were  shocked  earlier  this  year  by  his  untimely 
death  at  age  46.  In  a book  of  this  type  the 
discriminating  reader  looks  forward  to  future 
editions.  It  is  hoped  that  his  death  will  not 
result  in  the  short  life  of  this  excellent  book. 

From  the  physical  standpoint  the  paper  is 
good  and  the  typography  is  superior.  The 
240  illustrations  are  well  selected  and  beau- 
tifully executed.  Last  but  not  least,  a volume 
of  this  merit  for  less  than  ten  dollars  is  almost 
unbelieveable  in  1965. 

YOU  AND  YOUR  HOBBY 

On  numerous  occasions  your  editor  has  be- 
moaned the  fact  that  so  many  of  our  members 
have  hobbies  (good)  but  none  of  them  will 
report  his  experiences  to  his  fellow  physicians 
(not  good). 

Recently,  Associate  Editor  Davis  Durham 
has  volunteered  to  attempt  to  obtain  hobby 
papers  from  our  members.  It  was  decided 
that  we  would  not  begin  publication  until  we 
had  available  a sufficient  backlog  of  papers 
to  insure  monthly  publication  for  a reasonable 
period  of  time.  It  is  hoped  that  this  will 
serve  as  a stimulus  for  other  members  to  come 
forth  and  contribute. 

Dr.  Durham  has  produced  more  activity  in 
three  months  than  your  editor  was  able  to  stir 
up  in  a like  number  of  years.  Your  editor  is 
gratified  that  he  at  least  started  something 
despite  his  inability  to  finish  it.  We  soon 
will  begin  a series  of  articles  by  our  own  mem- 
bers on  their  hobbies,  travels,  and  other  out- 
side-the-practice  activities. 

In  our  Society,  which  boasts  of  members 
enjoying  such  diversified  activities  as  ‘plane 
pilots,  cabinetmakers,  and  composers  of  re- 
ligious music,  a look  at  ourselves  should  prove 
to  be  most  interesting. 
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The  Fall  Course  of  the  Delaware  Academy  of  General  Practice  will  be  held  at  the  Memorial 
Hospital,  Wilmington  on  Wednesdays  beginning  September  15th  through  November  17th.  The 
sessions  will  be  held  from  2:00  to  4:00  p.m.  each  Wednesday.  The  Course  has  been  ap- 
proved for  30  hours  A.A.G.P.  credit. 

The  Fall  Course  is  presented  by  Hahnemann  Medical  College  and  is  sponsored  by  the 
Delaware  Academy  of  General  Practice.  Lectures  and  discussion,  with  case  presentations,  will 
be  added  when  appropriate. 


PROGRAM 

September  15,  1965 

USE  AND  MISUSE  OF  ANTIBIOTICS 
Hobart  A.  Reimann,  M.D. 
September  22,  1965 

MANAGEMENT  OF  ACUTE  GI 
HEMORRHAGE 
A.  Medical  Aspects 
Edwin  Polish,  M.D. 

B.  Surgical  Therapy 
Charles  C.  Wolferth,  M.D. 
September  29,  1965 
BEDSIDE  DIAGNOSIS  OF  CARDIAC 
DISEASE 

Bernard  Segal,  M.D. 

October  6,  1965 

LABORATORY  ASSISTANCE  IN  THE 
DIAGNOSIS  OF  RHEUMATOID  DISEASE 
Robert  Gatter,  M.D. 

October  13,  1965 

OFFICE  NEUROLOGY 
B.  Marvin  Hand,  M.D. 

October  20,  1965 

COMPREHENSIVE  MEDICAL  CARE  IN 
PHYSICAL  MEDICINE  AND 
REHABILITATION 
John  F.  DiTunno,  Jr.,  M.D. 

October  27,  1965 

CUTANEOUS  MANIFESTATIONS  OF 
INTERNAL  MALIGNANCY  AND 
SYSTEMIC  DISEASE 
Raul  Fleischmajer,  M.D. 
November  3,  1965 

RENAL  ARTERIAL  OCCLUSIVE 
DISEASE 

Albert  N.  Brest,  M.D. 

November  10,  1965 

PERIODIC  DISEASE  AND  FEVER 
OF  UNKNOWN  ORIGIN 
Hobart  A.  Reimann,  M.D. 


November  17,  1965 

DISEASE  OF  THE  THYROID  GLAND 
Lewis  C.  Mills,  M.D. 

SPEAKERS 

From  the  Faculty  of 
HAHNEMANN  MEDICAL  COLLEGE 

Reimann,  Hobart  A.,  M.D. 

Professor  of  Medicine , Head,  Section  of 
Public  Health  and  Preventive  Medicine 
Polish,  Edwin,  M.D. 

Assistant  Professor  of  Medicine 
( Gastroenterology ) 

Wolferth,  Charles  C.,  Jr.,  M.D. 

Associate  Professor  of  Surgery 
Segal,  Bernard,  M.D. 

Assistant  Professor  of  Medicine 
( Cardiology ) 

Gatter,  Robert  ,M.D. 

Associate  in  Medicine 
( Rheumatology ) 

Hand,  B.  Marvin,  M.D. 

Professor  of  Medicine;  Head,  Section  of 
Neurology 

DiTunno,  John  F.,  Jr.,  M.D. 

Instructor  in  Medicine;  Acting  Head, 
Section  of  Physical  Medicine  and  Re- 
habilitation 

Fleischmajer,  Raul,  M.D. 

Associate  Professor  of  Medicine;  Head, 
Section  of  Dermatology 

Brest,  Albert  N.,  M.D. 

Associate  Professor  of  Medicine;  Head, 
Section  of  Vascular  Diseases  and  Ren- 
ology 

Mills,  Lewis  C.,  M.D. 

Professor  of  Medicine,  Head,  Section  of 
Endocrinology  and  Metabolic  Diseases 
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Daniel  Lieberman,  M.D.,  University  of  California  School 
of  Medicine,  46,  was  born  in  Gunnison,  Utah  and  lived 
on  the  West  Coast  most  of  his  life.  He  obtained  his 
Delaware  license  in  1965.  Specialty:  Psychiatry;  Office: 
2055  Limestone  Road,  Wilmington.  Dr.  Lieberman 
likes  to  travel.  His  wife  is  a professional  artist  and 
they  both  attend  auctions  in  search  of  treasure-trove. 
A son  and  daughter  in  college  round  out  the  family. 


Scott  W.  Ankeny,  M.D.,  George  Washington  University 
School  of  Medicine,  was  born  in  Boise,  Idaho.  Delaware 
license:  1964;  Specialty:  General  Practice;  Office:  1805 
Foulk  Road.  Dr.  Ankeny  started  out  on  a career  in 
art  and  then  switched  to  medicine,  so  it  isn’t  strange 
that  painting  remains  as  an  important  expression  for 
him.  He  also  likes  to  read  light  fiction — as  an  escape — 
and  is  a “talking”  skier  who  hopes  to  translate  that  into 
action  some  day.  The  Ankenys  have  one  year-old 
daughter. 


David  L.  Schafer,  M.D.,  George  Washington  School  of 
Medicine,  ’60,  was  born  in  Chisholm,  Minnesota.  Dela- 
ware license:  1964;  Specialty:  Ophthalmology;  Office: 
2401  Pennsylvania  Ave.,  Wilmington.  Dr.  Schafer  and 
his  wife  have  three  little  girls.  He  likes  hunting,  fishing 
and  swimming — in  that  order. 


Nicholas  P.  Bash,  M.D.,  Wayne  University  College  of 
Medicine,  (Mich.)  ’50,  is  a Pennsylvanian  and  lives 
in  Philadelphia.  Delaware  license:  1964;  Specialty: 
Psychiatry;  Office:  2401  Pennsylvania  Ave.,  Wilmington. 
The  Bash  family  includes  a daughter  (16)  and  three 
sons — 13,  9 and  7.  The  whole  family  loves  music  and 
they  enjoy  it  together.  Dr.  Bash  terms  himself  a sports- 
man and  one  of  “those  Ham  radio  operators.” 
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PRESIDENT’S  REPORT 


SUSSEX  COUNTY 


This  year,  as  membership  was  stressed 
throughout  the  state,  Sussex  County  also  tried 
to  recruit  new  members.  We  launched  our 
drive  by  having  a luncheon  at  the  Avenue 
Restaurant  in  Rehoboth,  at  which  time  we 
honored  our  State  President,  Mrs.  Fitchett, 
who  is  also  a member  from  Sussex  County. 
The  luncheon  was  very  well  attended,  and 
we  now  have  three  new  members  with  pros- 
pects for  several  more. 

The  Mental  Health  Committee  has  been 
very  active  this  year.  There  are  many  areas 
in  mental  health  which  are  not  adequately 
covered  in  our  country,  and  it  is  hoped  that 
some  of  these  needs  might  be  filled.  The  Sus- 
sex County  planning  committee  has  finished 
its  report  and  has  sent  in  its  recommenda- 
tions. There  are  needs  for  children’s  services, 
as  well  as  for  adults.  At  present  there  is  a 
Mental  Hygiene  Clinic,  but  there  is  not  as 
much  use  made  of  this  as  there  could  be  due 
to  its  location — in  the  Hospital  for  the  Men- 
tally Retarded.  Volunteer  transportation  has 
been  initiated,  but  this  service  is  very  limited 
since  the  organization  is  just  gettng  started. 
This  lack  prevents  some  patients  from  utiliz- 
ing the  services.  A team  of  professional 
people  in  mental  health  should  be  had  to  aid 
in  the  referrals,  and  to  diagnose  the  problems 
in  order  to  help  direct  the  patient  to  the 
proper  agency  in  the  treatment  of  his  prob- 
lem. A Family  Counseling  Service  should  also 
prove  invaluable. 

The  Mental  Health  Association  distributed 
some  very  interesting  and  informative  pam- 
phlets to  all  of  the  schools  in  our  area.  These 
were  delivered  by  our  Mental  Health  Chair- 
man, Mrs.  Czebotari,  who  did  an  outstanding 
job.  These  pamphlets  are  called  “Milestones 
to  Maturity,”  and  were  read  and  discussed 


by  all  the  youngsters  in  the  various  high 
schools. 

Though  our  members  were  not  able  to  at- 
tend the  Fashion  Show,  Bridge  and  Dessert, 
sponsored  by  the  New  Castle  County  Auxil- 
iary, we  were  able  to  contribute  $25.00  to 
their  beneficiary,  Health  Careers.  We  are 
most  pleased  that  our  members  showed  such 
interest.  Mrs.  Wildberly,  our  Health  Careers 
chairman,  reported  that  we  are  currently 
screening  5 applicants  from  our  County. 
These  girls  will  go  into  nurses’  training  in  the 
various  hospitals  in  Delaware. 

We  have  sent  a contribution  of  $73.00  to 
AMAERF,  made  by  the  sale  of  playing  cards, 
memorial  and  sympathy  cards  and  notepaper. 
We  also  had  a White  Elephant  Sale,  and  our 
members  and  guests  were  able  to  obtain  many 
nice  “gifts”  from  this. 

A great  deal  of  time  was  spent  by  the 
Sussex  County  Auxiliary  in  the  final  drafting 
of  our  Constitution  and  By-Laws.  These  were 
changed  to  conform  to  the  State  Constitution 
and  By-Laws  and  our  vice  president,  Mrs. 
Elliott,  spent  much  time  on  research  in  com- 
pleting this  task  for  us. 

Our  Spring  Meeting  is  to  be  held  on  April 
26  in  Wilmington,  and  it  is  hoped  that  the 
attendance  will  be  large  so  that  many  ideas 
may  be  carried  back  and  may  be  initited  in 
the  coming  year. 

I want  to  express  my  deep  appreciation  to 
all  the  officers  and  members  of  the  Sussex 
County  Auxiliary,  who  have  so  generously 
given  of  their  time  to  make  my  past  year 
such  a good  one.  Without  their  help,  I could 
not  have  produced  the  successful  year  our 
County  experienced. 

Evelyn  Portz,  President 


196 


August,  1965 


OFFICERS  AND  COMMITTEES,  1964-1965 


President,  Gerald  A.  Beatty,  M.D.  Secretary,  Joseph  W.  Abbiss,  M.D. 

Vice-President,  Allston  J.  Morris,  M.D.  Treasurer,  Allen  D.  King,  M.D. 

President-Elect,  Andrew  M.  Gehret,  M.D. 


American  Medical  Association  — Delegate,  H.  Thomas  McGuire,  M.D.  — Alternate,  Leslie  M.  Dobson,  M.D. 
Delaware  Academy  of  Medicine  — Representative,  Victor  D.  Washburn,  M.D. 

Group  Hospital  Service  Trustees:  Herbert  M.  Baganz,  M.D.,  William  B.  Coooper,  M.D.,  James  B.  McClements,  M.D.,  H.  Thomas 

McGuire,  M.D.,  Karl  S.  Russell.  M.D.,  Allan  H.  Seeger,  M.D. 


STANDING  COMMITTEES 

Budget 

♦Allen  D.  King,  M.D. 

Charles  Allen,  M.D. 

Alfred  E.  Bacon,  M.D. 

W.  Phillip  Portz,  M.D. 

Charles  Walker,  Jr.,  M.D. 
Program 

♦Alfred  R.  Shands,  Jr.,  M.D. 

J.  Leland  Fox,  M.D. 

Otakar  J.  Poliak,  M.D. 

Publications 

*A.  Henry  Clagett,  Jr.,  M.D. 
Joseph  W.  Abbiss,  M.D. 

Davis  G/Durham,  M.D. 

Public  Laws 

♦William  O.  LaMotte,  Jr.,  M.D. 
Rhoslyn  J.  Bishoff,  M.D. 

John  }.  Lazzeri,  M.D. 

James  E.  Marvil,  M.D. 

William  J.  Vandervort,  M.D. 

SPECIAL  COMMITTEES 

Advisory,  Woman's  Auxiliary 
♦Laurence  L.  Fitchett,  M.D. 

John  W.  Barnhart,  M.D. 
Emerson  Y.  Gledhill,  M.D. 
Robert  Hunt,  M.D. 

William  O.  LaMotte,  Jr.,  M.D. 
John  J.  Lazzeri,  M.D. 

Bernadine  Z.  Paulshock,  M.D. 
Aging 

♦Arthur  J.  Heather,  M.D. 

Alfred  E.  Bacon,  Jr.,  M.D. 

John  W.  Barnhart,  M.D. 

Joseph  R.  Beck,  M.D. 

Jerome  J.  Bredall,  M.D. 

Robert  W.  Comegys,  M.D. 

Felix  Mick,  M.D. 


Verna  Stevens-Young,  M.D. 

Harry  Taylor,  M.D. 

William  J.  Vandervort,  M.D. 
AMA-ERF 

♦Joseph  M.  Barsky,  Jr.,  M.D. 
Charles  Allen,  M.D. 

Benjamin  F.  Burton,  M.D. 
Howard  D.  Cohen,  M.D. 

J.  Leland  Fox.  M.D. 

James  M.  Hofford,  M.D. 

Christos  Papastavros,  M.D. 
Martin  B.  Pennington,  M.D. 
Roger  B.  Thomas,  M.D. 
Education 

♦Leonard  P.  Lang,  M.D. 

Olin  S.  Allen,  II.  M.D. 

Leslie  M.  Dobson,  M.D. 

Norman  P.  Jones,  M.D. 

Robert  C.  Kingsbury,  M.D. 

David  Platt,  M.D. 

Arthur  Tormet,  M.D. 

Grievance  Board 
♦Alfred  R.  Shands,  Jr.,  M.D. 
Laurence  L.  Fitchett,  M.D. 

Lewis  B.  Flinn,  M.D. 

Lemuel  C.  McGee,  M.D. 

Henry  V.  P.  Wilson,  M.D. 
Maternal  & Infant  Mortality 
♦John  M.  Levinson,  M.D. 
Katherine  L.  Esterly,  M.D. 

Robert  C.  Green,  M.D. 

James  A.  Elliott,  M.D. 

John  A.  J.  Forest,  Jr.,  M.D. 
John  F.  Gehret,  M.D. 

Frank  S.  Hassler,  M.D. 

James  B.  McClements,  M.D. 

Carl  G.  Pierce,  M.D. 

Winder  L.  Porter,  M.D. 

Herman  Rosenblum,  M.D. 

Isadore  Slovin,  M.D. 

C.  Patricia  Turner,  M.D. 


Arnold  H.  Williams,  M.D. 

Medical  Economics 
♦Davis  G.  Durham,  M.D. 
Lawrence  M.  Baker,  M.D. 

John  W.  Barnhart,  M.D. 
William  B.  Cooper,  M.D. 
Conley  L.  Edwards,  M.D. 

John  J.  Egan,  M.D. 

Pierre  L.  LeRoy,  M.D. 

I.  J.  Tikellis,  M.D. 

Dene  T.  Walters,  M.D. 

Medical  Scholarships 
♦Leonard  P.  Lang,  M.D. 
Edward  S.  Dennis,  M.D. 

J.  Leland  Fox,  M.D. 

Oliver  A.  James,  M.D. 

Gordon  Keppel,  M.D. 

Medical  Service  a 
Public  Relations 
♦Bernadine  Z.  Paulshock,  M.D. 
John  W.  Alden,  Jr.,  M.D. 
Alfred  E.  Bacon,  Jr..  M.D. 
James  M.  Hofford,  M.D. 

David  A.  Levitsky,  M.D. 
Richard  W.  Tobin,  M.D. 
Arthur  F.  Zimmerman,  M.D. 

Medicare  Adjudication 
♦Leslie  M.  Dobson,  M.D. 
Richard  W.  Comegys,  M.D. 
Oliver  A.  James,  M.D. 

James  B.  McClements,  M.D. 
Walter  W.  Moore,  M.D. 

Karl  S.  Russell,  M.D. 

Sidney  Stat,  M.D. 

Owens  S.  Weaver,  M.D. 

Medico-Legal  Affairs 
♦James  T.  Metzger,  M.D. 

James  P.  Aikens,  M.D. 
Rudolph  H.  Beckert,  M.D. 

S.  Ward  Casscells,  M.D. 


Leslie  M.  Dobson,  M.D. 

William  J.  Holloway,  M.D. 
Pierre  L.  LeRoy,  M.D. 

Robert  M.  Marine,  M.D. 

James  R.  McNinch,  M.D. 

Martin  B.  Pennington,  M.D. 
William  F.  Rath,  M.D. 

Prepayment 

♦Lemuel  C.  McGee,  M.D. 

♦R.  Douglas  Sanders,  M.D. 
Joseph  W.  Abbiss,  M.D. 

Olin  E.  Allen,  II,  M.D. 

Joseph  A.  Arminio,  M.D. 

John  W.  Barnhart,  M.D. 
Marjorie  E.  Conrad,  M.D. 

Robert  W.  Frelick,  M.D. 

Richard  C.  Hayden,  M.D. 
William  O.  LaMotte,  Jr.,  M.D. 
John  W.  Maroney,  M.D. 

Harold  S.  Rafal,  M.D. 

Charles  F.  Richards,  M.D. 
Howard  Wilk,  M.D. 

And  the  Group  Hospital 
Service  Trustees 

Religion  and  Medicine 
♦James  A.  Flaherty,  M.D. 

John  B.  Baker,  M.D. 

Sarah  Bishop,  M.D. 

William  J.  Vandervort,  M.D. 
Richard  Weiss,  M.D. 

School  Health 

♦Robert  W.  Frelick,  M.D. 

Leon  V.  Anderson,  M.D. 

John  B.  Baker,  M.D. 

Sarah  Bishop,  M.D. 

Joseph  J.  Davolos,  M.D. 

Evelyn  G.  Orton,  M.D. 

Howard  L.  Reed,  M.D. 

William  D.  Shellenberger,  M.D. 
Arnold  H.  Williams,  M.D. 


Liaison  with  Delaware  Chapter  of  American  Cancer  Society  — O.  N.  Stern,  M.D. 

Liaison  with  Delaware  Chapter  of  American  Heart  Association  — R.  N.  Taylor,  M.D. 

Liaison  with  Delaware  Chapter  of  American  Diabetes  Association  — H.  M.  Baganz,  M.D. 

Liaison  with  Delaware  Tuberculosis  and  Health  Society  — G.  A.  Beatty,  M.D. 

Liaison  with  Mental  Health  Association  of  Delaware  — H.  J.  Bennett,  M.D. 

Liaison  with  Vocational  Rehabilitation  Commission  — S.  W.  Casscells,  M.D. 


WOMAN’S  AUXILIARY  TO  THE  MEDICAL  SOCIETY  OF  DELAWARE 

Mrs.  Laurence  L.  Fitchett,  President  Mrs.  J.  J.  Lazzeri,  Corresponding  Secretary 

Mrs.  John  W.  Barnhart,  President-Elect  Mrs.  Robert  D.  Hunt,  Recording  Secretary 

Mrs.  Emerson  Y.  Gledhill,  Treasurer 


NEW  CASTLE  COUNTY 
MEDICAL  SOCIETY 

Samuel  G.  Elbert,  Jr.,  M.D.,  President 
Harry  J.  Repman,  M.D.,  President-Elect 
Leonard  P.  Lang,  M.D.,  Vice-President 
Howard  Wilk,  M.D.,  Secretary 
Alfred  E.  Bacon,  Jr,.  M.D.,  Treasurer 

Councilors:  James  M.  Hofford,  M.D., 
Victor  D.  Washburn.  M.D.,  William  J. 
Vandervort,  M.D.,  Christopher  Donoho, 
M.D. 

Delegates  (1964-65):  Sveinbjorn  S. 

Bjornson,  M.D.,  Howard  D.  Cohen, 
M.D.,  Albert  Dworkin,  M.D.,  James  F. 
Flanders,  M.D.,  James  J.  Gallagher, 
M.D.,  George  H.  H.  Garrison,  M.D., 
Carl  I.  Glassman,  M.D.,  William  J.  Hol- 
loway, M.D.,  Lawrence  Katzenstein, 
M.D.,  James  T.  Metzger.  M.D.,  Edward 
S.  Parvis,  M.D.,  Winder  L.  Porter,  M.D., 
Christos  Papastavros,  M.D.,  Oleh  O. 
Sluzar,  M.D.,  Harry  Taylor,  M.D.,  Maur- 
ice A.  Turner,  M.D.,  Milton  S.  Wahl, 
M.D.,  Charles  Walker,  Jr.,  M.D.,  Robert 

L.  Wuertz,  M.D. 

Alternates  (1964-65):  Leon  V.  Ander- 
son, M.D.,  Patrick  F.  Ashley,  M.D., 
Stephen  W.  Bartoshesky,  M.D.,  Gustave 
K.  Berger,  M.D.,  William  H.  Duncan, 

M. D.,  Williford  Eppes,  M.D.,  John  H. 
Foulger,  M.D.,  H.  Wendell  Gray,  M.D., 
William  T.  Hall,  M.D.,  Lloyd  B.  Harri- 
son, Jr.,  M.D.,  George  L.  Henderson, 
M.D.,  Catherine  P.  Johnson,  M.D.,  Leroy 
R.  Kimble,  M.D.,  Gordon  Keppel,  M.D., 
A.  Gerald  Lessey,  M.D.,  Samuel  W.  Lip- 


pincott,  M.D.,  Edgar  R.  Miller,  Jr., 
M.D.,  Stuart  W.  Rose,  M.D.,  Richard 
Weiss,  M.D. 

Delegates  (1965-66):  James  P.  Aikins. 
M.D.,  John  W.  Alden,  Jr.,  M.D.,  John 
H.  Benge,  M.D.,  Ward  W.  Briggs,  M.D., 
Dana  D.  Burch,  M.D.,  Norman  L.  Can- 
non, M.D.,  Marvin  H.  Dorph,  M.D., 
John  J.  Egan,  M.D.,  Samuel  G.  Elbert, 
M.D.,  John  H.  Furlong,  Jr.,  M.D.,  Jack 
Gelb,  M.D.,  Emerson  Y.  Gledhill,  M.D., 
Warren  R.  Johnson,  M.D.,  Leonard  P. 
Lang,  M.D.,  Frank  T.  O'Brien,  M.D., 
David  Platt,  M.D.,  Harry  J.  Repman, 
M.D.,  William  D.  Shellenberger,  M.D., 
Dene  T.  Walters,  M.D.,  Howard  Wilk, 
M.D. 

Alternates  (1965-66)::  Joyce  W.  An- 
derson, M.D.,  John  W.  Barnhart,  M.D., 
Joseph  M.  Barsky,  M.D.,  Robert  T. 
Beattie,  M.D.,  Donald  C.  Cameron,  M.D., 
Robert  L.  Dewees,  M.D.,  Conley  L.  Ed- 
wards, M.D.,  Mildred  B.  Forman,  M.D., 
John  M.  Gehret,  M.D.,  George  C.  Ginter, 
Jr.,  M.D.,  Edward  F.  Gliwa,  M.D.,  G. 
Barrett  Heckler,  M.D.,  David  A.  Levitsky, 
M.D.,  Marjorie  J.  McKusick,  M.D., 
Martin  B.  Pennington,  M.D.,  McHenry 
Peters,  Jr.,  M.D.,  Richard  Raiber,  M.D., 
Charles  L.  Reese,  III,  M.D.,  C.  Patricia 
Turner,  M.D. 

W oman’ s Auxiliary 

Mrs.  Leslie  W.  Whitney,  President 

KENT  COUNTY 
MEDICAL  SOCIETY 

Lawrence  M.  Baker,  M.D.,  President 


Charles  Allen,  M.D.,  Vice-President 
R.  B.  Glidden,  M.D.,  Sec.-Treas. 

Councilors:  Edward  S.  Dennis,  M.D., 
Rhoslyn  J.  Bishoff,  M.D. 

Delegates:  E.  Harold  Mercer,  M.D., 
Benjamin  F.  Burton,  Jr.,  M.D.,  Lawrence 
M.  Baker,  M.D. 

Alternate  Delegates:  William  C.  Pritch- 
ard, Jr.,  M.D.,  John  A.  J.  Forest,  Jr., 
M.D.,  Norman  P.  Jones,  M.D. 

Woman’ s Auxiliary 
Mrs.  Edward  S.  Dennis,  President 

SUSSEX  COUNTY 
MEDICAL  SOCIETY 

W.  Phillip  Portz,  M.D.,  President 
Joseph  A.  Elliott,  M.D.,  Vice-President 
C.  E.  Graybeal,  M.D.,  Sec.-Treas. 

Councilors:  James  E.  Marvil,  M.D., 

Carl  G.  Pierce,  Jr.,  M.D. 

Delegates:  James  Beebe.  Jr..  M.D., 

Robert  L.  Klingel,  M.D.,  Ervin  L.  Stam- 
baugh,  M.D.,  David  N.  Sills,  Jr.,  M.D., 
Joseph  A.  Elliott,  M.D.,  William  B. 
Cooper,  M.D. 

Alternate  Delegates:  J.  Leland  Fox. 

M.D.,  W.  Pierce  Ellis,  M.D.,  Laurence  L. 
Fitchett.  M.D. , Harold  Wilberg.  M.D., 
Robert  C.  Kingsbury,  M.D.,  Casimir  Vil- 
eisis,  M.D. 

W oman’ s Auxiliary 
Mrs.  W.  Phillip  Portz,  President 
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President,  Medical  Society  of  Delaware,  1965 
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MISSION  TO  PANAMA 


* The  author  was  a member  of  a team  touring 
the  interior  of  Panama  in  January-February  of 
this  year  under  the  auspices  of  the  “Partners  of 
the  Alliance”  program.  The  ultimate  goal  is  the 
initiation  of  self-help  projects,  the  cost  of  which 
will  be  underwritten  by  various  service  clubs  in 
Delaware. 


Maynard  H.  Mires,  M.D. 


Under  the  administration  of  the  late  Presi- 
dent Kennedy,  a new  look  was  taken  at  our 
Latin  American  neighbors,  and  the  disquieting 
conclusion  reached  that  we  had  too  long 
neglected  these  friends  to  the  south.  Aid 
programs  had  been  developed  previously  at  a 
fast  and  furious  rate  to  help  the  needy  in 
Europe,  Asia  and  Africa,  but  we  had  tended 
to  take  for  granted  the  friendship  of  those  in 
our  own  hemisphere.  The  answer  was,  as 
everyone  knows,  the  Alliance  for  Progress. 

Long-range  plans  were  then  drawn  up  for 
the  construction  of  much-needed  highways, 
schools,  hospitals  and  health  centers,  and  to 
date  a great  deal  has  been  accomplished. 
However,  with  this  type  of  approach,  the 
results  are  not  immediately  apparent  to  the 
average  citizen  in  the  interior  of  Central  or 
South  America.  Something  more  had  to  be 
done.  Some  way  had  to  be  devised  for  reach- 
ing down  to  the  “grass-roots”  and  showing 
the  poor  peasant  that  Uncle  Sam  is  really 
all  right  after  all. 

This  did  not  mean  merely  increasing  the 


Dr.  Mires.  M.P.H.,  is  Director,  Local  Health  Services,  Del- 
aware State  Board  of  Health. 
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size  of  the  “hand-out,”  for  in  effect  this  ap- 
proach does  nothing  but  insult  a truly  proud 
people.  Instead,  our  government  decided  to 
encourage  the  development  of  “self-help”  pro- 
grams in  remote  areas.  In  this  way,  the 
villagers  might  contribute  labor  and  materials 
while  we  gave  a little  technical  assistance  or 
capital. 

To  avoid  the  stigma  of  official  governmental 
sponsorship,  the  U.S.  Dept,  of  State  has  asked 
various  states  in  our  country  to  more  or  less 
“adopt”  the  countries  of  Latin  America  and 
exchange  personnel  and  ideas.  When  a promi- 
nent businessman  of  Texas  visits  Peru  under 
the  “Partners  of  the  Alliance”  program,  he  is 
welcomed  as  an  interested  private  citizen  and 
allowed  to  see  and  do  much  more  than  the 
Foreign  Service  Officer.  His  motives  are  not 
under  suspicion,  and  the  picture  of  “Big 
Brother”  is  not  seen  in  him. 

In  the  autumn  of  1964,  the  State  of  Dela- 
ware was  invited  to  become  a partner  with  the 
Republic  of  Panama.  It  was  suggested  that 
an  early  date  be  set  for  a visit  to  Panama  by 
several  Delwareans  prominent  in  their  respec- 
tive fields  of  endeavor.  Governor  Elbert  Car- 
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vel  graciously  consented  to  head  the  group, 
and,  after  due  consideration  picked  the 
following  to  accompany  him:  Mr.  Ernest 
A.  Davidson,  Chief  of  Operations,  State  High- 
way Dept.;  Dr.  Paul  W.  Dolan,  Professor  of 
Political  Science,  University  of  Delaware;  Mr. 
William  P.  Frank,  Journalist,  Wilmington 
News- Journal;  Mr.  Edwin  Golin,  Director, 
Del.  Development  Dept.;  Dr.  Richard  P. 
Gousha,  State  Superintendent  of  Public  In- 
struction; Mr.  Evald  R.  Streed,  Vice  Presi- 
dent, Delaware  Power  & Light  Co.;  Dr.  May- 
nard H.  Mires,  Director  of  Local  Health  Serv- 
ices, State  Board  of  Health. 

How  The  Trip  Was  Planned 

There  were  meetings  in  the  Governor’s 
office  with  representatives  of  the  Agency  for 
International  Development  (hereafter  refer- 
red to  as  A.I.D.)  which  was  underwriting  our 
expenses  in  connection  with  the  trip.  Each 
of  us  was  to  do  a type  of  needs  and  resources 
survey  in  our  particular  field,  and  come  home 
with  more  of  an  understanding  of  the  problems 
of  these  people  (who,  only  one  year  previously, 
had  evidenced  a rather  strong  desire  to  rid 
themselves  of  Yankee  intruders).  We  were 
assured  that  a committee  had  been  already 
formed  in  the  Republic  of  Panama,  made  up 
of  interested  citizens  like  ourselves  from  vari- 
ous walks  of  life.  This  was  an  active,  stimu- 
lating group  who,  although  definitely  loyal 
Panamanians,  realized  that  their  country’s 
future  depended  upon  continued  friendship 
with  the  United  States. 

We  arrived  via  Pan  American  Airways  at 
Tocumen  Airport  outside  Panama  City  on 
January  23,  1965.  As  tired  and  weary  as  we 
were,  the  only  thoughts  at  that  moment  were 
a soft  bed  and  eight  hours  sleep.  But,  it  was 
not  to  be,  for  our  counterpart  committee  was 
on  hand  to  greet  us  affectionately  and  hold  a 
little  “get-acquainted”  party  in  the  airport. 
At  this  point,  I first  noticed  a phenomenon 
which  persisted  throughout  our  2-week  tour  of 
duty  in  Panama.  The  eight  of  us  stood  a 
little  straighter,  put  on  our  best  smiles,  and 
marched  in  to  make  the  best  possible  impres- 
sion on  our  new  friends.  There  would  be 
several  times  during  subsequent  days  and 
nights  in  the  interior  when  this  “brave  front” 


was  extremely  difficult  to  force,  but  we  never 
faltered.  Our  esprit  de  corps  was  excellent, 
due  in  no  small  part  to  the  quality  of  our 
leader. 

That  first  evening’s  trip  into  Panama  City 
was  heightened  by  a tour  of  the  older  part 
of  the  city  including  “Las  Bovedas,”  the  mas- 
sive fortifications  built  by  the  Spanish  to 
guard  the  approaches  to  the  harbor.  In  the 
center  of  it  all,  at  the  present  time,  is  a city 
square  dedicated  to  Ferdinand  de  Lesseps  and 
the  French  engineering  company  which  at- 
tempted construction  of  the  first  Panama 
Canal  in  the  1880’s.  Of  interest  to  me  was  a 
large  plaque  set  in  the  wall  honoring  Dr. 
Carlos  Finlay  of  Cuba,  the  poorly  remembered 
physician-entomologist  who  discovered  the 
Stegomyia  mosquito  as  the  vector  of  Yellow 
Fever.  This  man  had  presented  the  Yellow 
Fever  Commission  of  the  U.S.  Army  with  an 
answer  to  their  problem  as  soon  as  they 
stepped  off  the  boat,  but  was  studiously 
ignored. 

We  soon  fell  into  the  routine  of  “up-and-at- 
’em”  bright  and  early,  as,  leaving  our  heavy 
suitcases  in  Panama  City,  we  boarded  the 
Jeeps  (provided  by  A.I.D.)  and  started  off 
into  the  Interior.  We  were  to  spend  many 
hours  in  those  Jeeps,  traveling  approximately 
900  miles  over  every  conceivable  type  of  road 
(and  some  trails  which  passed  for  roads).  It 
was  generally  conceded  that  the  greatest  need 
in  Panama  was  a satisfactory  system  of  high- 
ways (but  this  was  too  large  a project  for 
our  mission). 

The  Inter-American  (Pan-American)  High- 
way took  us  west  over  the  new  Thatcher  Ferry 
Bridge  and  eventually  into  the  province  of 
Code’,  whose  capitol  city  of  Penonome  boasts 
the  first  of  many  new  health  centers  being 
constructed  by  the  Alliance  for  Progress.  This 
pilot  project  has  been  highly  successful,  and 
has  served  as  a model  for  similar  centers  in 
Nata,  Pese,  La  Mesa,  Santa  Maria  and  Ocu. 
Now,  the  populace  of  this  rural  area  have 
available  all  of  the  various  types  of  clinic 
services  (Well  Child  Conference,  Pre-Natal 
Clinics,  Chest  Clinics,  Venereal  Disease  Clin- 
ics, Immunization  Clinics).  The  provincial 
health  officer  is  a well  trained  public  health 
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physician  who  answers  directly  to  the  Minis- 
ter of  Public  Health,  Welfare  and  Labor  in 
Panama  City. 

Panama  is  considered  a relatively  progres- 
sive country  in  terms  of  social  welfare.  How- 
ever, the  present  system  of  socialized  medicine 
strongly  favors  the  salaried  workers  in  the 
urban  areas  while  offering  relatively  few  bene- 
fits to  the  rural  population,  unemployed  work- 
ers, minor  children  and  subsistence-level 
families.  Furthermore,  the  established  church 
frowns  upon  any  type  of  Family  Planning 
Services. 

The  semi-autonomous  Social  Security  Sys- 
tem covers  over  90,000  employees  and,  with 
certain  limitations,  their  dependents  also. 
High  standards  are  maintained,  and  I saw 
in  operation  a 260  bed  hospital  in  Panama 
City,  two  smaller  hospitals  and  17  clinics 
scattered  throughout  the  country  in  the 
larger  towns  and  cities.  Benefits  include 
medical  and  dental,  maternity  care,  retire- 
ment, disability  benefits  and  drugs  which  are 
paid  for  by  salary  deductions  and  employer 
contributions  for  each  member.  Most  phy- 
sicians are  graduates  of  the  University  Medi- 
cal School,  which  turns  out  about  70  each 
year. 

Panama’s  Welfare  Program 

The  Ministry  of  Public  Health,  Welfare 
and  Labor  supports  a wide  variety  of  wel- 
fare programs,  mostly  by  subsidy.  These  in- 
clude the  Red  Cross  (headed  by  Dona  Petita, 
the  President’s  wife),  tuberculosis  hospitals, 
old  age  homes  and  correctional  institutions. 
Most  of  these  programs  are  under  the  op- 
i erational  control  of  private  groups.  For  in- 
stance, the  new  Womens  Prison  ( of  which 
Panamanians  are  justly  proud)  has  an  order 
of  Sisters  caring  for  the  inmates. 

External  welfare  assistance  covers  some  of 
the  areas  not  included  under  locally  adminis- 
tered programs.  CARE,  Catholic  Relief  Serv- 
ices and  the  United  Nations  are  the  principal 
sources  of  assistance.  CARE  operates  a na- 
tionwide school  lunch  program  while  C.R.S. 
concentrates  on  food  and  clothing  distribu- 
tion to  needy  families  through  local  parishes. 
Both  organizations  serve  a combined  total  of 


377,000  Panamanians  or  30%  of  the  popula- 
tion. Governmental  logistical  support  for 
CARE  and  C.R.S.  has  been  generally  inade- 
quate, particularly  in  the  transportation  of 
commodities  to  the  rural  areas  (we  could  un- 
derstand this  better  after  our  first-hand  ex- 
perience on  the  road).  The  United  Nations 
conducts  a nutrition  program,  provides  sup- 
port for  Tuberculosis  and  Leprosy  Control, 
and  donates  medical  supplies  and  equipment. 
The  Kellogg  Foundation,  Salvation  Army, 
Meals  for  Millions  and  other  welfare  organiza- 
tions are  also  active  in  Panama. 

While  passing  through  the  village  of  La 
Chorrera,  we  were  invited  to  visit  the  pro- 
posed site  for  a “Boys’  Town”  or  “Ciudad  del 
Nino,”  as  it  is  called  by  its  sponsors,  Dona 
Petita  de  Robles.  Much  thought  is  being 
given  to  the  rehabilitation  of  juveniles  who 
have  run  afoul  of  the  law,  and  President 
Robles’  wife  has  some  most  progressive  ideas. 
We  were  shown  a plan  for  the  layout  of  the 
various  buildings  (classrooms,  dormitories, 
hospitals,  teachers’  quarters,  etc.)  which  would 
occupy  part  of  the  167  hectareas  (417  acres) 
plot  donated  in  1962  by  a wealthy  benefactor. 

As  we  travelled  west  through  the  provinces 
of  Herrerra,  Los  Santos  and  Veraguas,  we 
began  to  get  a picture  of  rural  poverty  and 
all  of  the  results  of  illiteracy  and  apathy. 
Especially  in  the  last  named  province  did  we 
feel  depressed  by  the  lot  of  the  poor  “cam- 
pesino,”  or  peasant,  trying  to  scratch  out  a 
living  from  the  unproductive  land,  not  know- 
ing how  to  feed  his  huge  family  of  mostly 
unwanted  children,  and  finally  giving  up  and 
moving  into  the  “big  city”  where  he  could 
lose  himself  in  the  slums  of  San  Miguelito. 

Veraguas  province,  with  its  capitol  of  San- 
tiago, enjoys  the  lowest  per  capita  income 
($176.00)  per  year)  and  the  highest  rate  of 
illiteracy  (80%).  This  is  exactly  the  type 
of  situation  where  Communism  feeds  on  the 
discontent  of  the  people,  and  this  is  therefore 
the  province  where  Fidel  Castro  has  sent 
many  of  his  trained  agents  and  agitators.  We 
had  a face-to-face  encounter  with  one  such 
man  on  an  evening  in  Santiago  as  we  met  with 
members  of  the  local  sub-committee  of  the 
Companeros  de  la  Alianza.  A poor  compesino, 
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somewhat  stooped  by  a life  of  labor  in  the 
field,  entered  our  meeting  room  in  the  restau- 
rant and  humbly  asked  if  he  might  say  a few 
words  to  these  “very  important  people  from 
North  America.”  At  first,  we  were  taken  in 
by  his  obsequious  manner  and  the  nervous 
handling  of  the  montuno  hat,  and  looked 
forward  to  hearing  the  real  story  from  some- 
one who  looked  like  any  mestizo  farmer  in  the 
province.  But  then  he  launched  himself  into 
an  extremely  well  organized  presentation, 
complete  with  references  to  past  and  present 
grievances,  and  what  would  happen  if  these 
demands  were  not  met.  We  discovered  later 
that  he  was  already  well  known  to  some  mem- 
bers of  the  sub-committee  as  a Communist 
agent. 

Our  Peace  Corps’  Role 

To  combat  unrest  and  subversion,  our  own 
young  men  and  women  of  the  Peace  Corps  are 
now  in  this  part  of  Panama  in  large  numbers 
teaching  the  farmers  how  to  improve  through 
modern  methods  of  agriculture.  These  dedi- 
cated souls  work  and  live  with  the  people  they 
serve,  deriving  little  material  benefit  but  much 
personal  satisfaction  in  the  knowledge  that 
they  are  both  fighting  Communism  and  help- 
ing those  less  fortunate  than  themselves. 

Speaking  of  dedication,  I must  give  credit 
to  the  nurse-midwives  who,  in  the  small  rural 
communities,  do  many  things  we  would  con- 
sider within  the  province  of  the  physician. 
But,  the  physician-population  ratio  being  what 
it  is  (2,630  people  for  every  doctor),  there 
are  just  not  enough  doctors  to  go  around.  In 
spite  of  Panama  ranking  10th  in  this  vital 
area  among  all  the  Latin  American  republics, 
the  general  health  situation  is  good.  Life 
expectancy  is  now  62  years,  and  the  acute 
communicable  diseases  of  a half-century  ago 
are  but  memories. 

There  is  but  one  school  of  nursing  in  the 
Republic,  located  at  the  Santo  Tomas  Hos- 
pital in  Panama  City.  After  a three-year 
course  there  are  few  of  our  own  graduate 
nurses  who  would  consent  to  being  assigned  to 
a remote  Guaymi  Indian  village  in  the  high- 
lands of  western  Panama.  And  yet,  this  is 
what  happens  to  these  young  ladies.  All  de- 
liveries, accidents,  injuries  and  illnesses  are 


their  responsibility,  and  a public  health  phy- 
sician makes  rather  infrequent  visits  to  see 
how  things  are  going.  I recall  one  nurse- 
midwife  up  in  the  village  of  El  Cope  and  the 
poorly  equipped  2 room  “Centro  de  Salud” 
when  she  held  “sick  call.”  What  was  her  most 
pressing  and  insoluble  problem?  Unquestion- 
ably, it  was  the  difficulty  of  convincing  an  old 
Indian  that  he  should  seek  treatment  for  his 
tuberculosis.  Such  people  are  reluctant  to 
live  (or  die!)  away  from  home. 

Chiriqui  Province,  westernmost  in  the 
country,  is  the  “Texas”  of  Panama.  Brahman 
cattle  grazing  in  rich  pasturelands,  cowboys 
in  ten-gallon  hats,  a certain  western  type 
hospitality  ...  all  marked  Chiriqui  as  being 
just  a little  different.  We  were  invited  to  a 
real  barbecue  one  day  at  a rancho  outside  of 
David,  the  provincial  capitol.  The  outstand- 
ing events,  as  I remember  them,  were  meeting 
a group  of  French  businessmen  who  had  just 
completed  a new  abattoir  in  David  and  honor- 
ing the  retiring  president  of  the  Chase  Man- 
hattan Bank.  All  this  occurred  while  bal- 
ancing a large  plate  of  barbecued  beef  in  one 
hand  and  drinking  Panama  beer  with  the 
other.  Then,  of  course,  we  were  all  intro- 
duced to  the  prize  bull  of  Sr.  Patricio  Pitti, 
a truly  magnificent  specimen. 

Near  the  Costa  Rican  border  is  the  highest 
mountain  in  Panama,  El  Volcan  (no  explana- 
tion necessary  for  its  origin),  and  we  were 
escorted  over  the  roughest  roads  imaginable 
up  two  sides  of  it.  The  change  in  climate 
from  seacoast  up  to  mountain-top  was  remark- 
able! At  Cerro  Punta  (altitude  11,468  ft.), 
we  visited  a beautiful,  modern  dairy  farm,  a 
Swiss  Chalet  with  acres  of  flowers,  and  a new 
school  under  construction  (thanks  to  A.I.D.). 
We  shivered  with  the  cold,  but  enjoyed  a view 
such  as  never  before — looking  upward  at  the 
beginning  of  a magnificent  rainbow  which 
arched  on  over  to  the  next  mountain  farther 
east. 

The  farmers  of  this  province  are  finally  to 
receive  a clear  title  to  the  land  on  which  they 
have  toiled  for  generations.  Agrarian  Reform 
is  now  a reality.  Placed  carefully  across  the 
fields  are  white  stone  markers,  aids  to  those 
who  must  study  aerial  photographs  later.  We 
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visited  the  office  in  Alanje  where  farmers  apply 
for  land  titles  and  also  receive  assistance  and 
advice  in  operating  their  new  holdings. 

Our  last  day  in  Chiriqui  Province  began 
with  a never-to-be  forgotten  visit  to  Dr. 
Arnulfo  Arias’  farm  and  coffee  plantation  near 
Boquete.  Dr.  Arias  sat  with  us  in  his  living 
room,  while  we  sipped  his  particular  brand 
of  coffee  (Princesa  Janca)  and  discussed 
politics.  And  who  is  better  versed  in  Pana- 
manian politics  than  a former  Presidente? 
We  also  admired  the  fine  collection  of  Indian 
artifacts  removed  from  pre-Columbia  Guay- 
mi  graves,  and  learned  that  Dr.  Arias  counts 
an  Indian  princess  among  his  ancestors. 

Toward  the  end  of  our  stay  in  Panama, 
arrangements  were  made  to  fly  up  to  visit  the 
primitive  Cuna  Indians  who  inhabit  the  islands 
in  the  San  Bias  Archipelago.  For  over  four 
hundred  years,  they  have  lived  as  voluntary 
exiles  from  the  mainland,  refusing  to  acknowl- 
edge the  colonial  Spanish  conquerors.  A 
matriarchal  society  has  gradually  evolved,  so 
that  we  found  the  women  carrying  on  all 
business,  owning  the  property  and  raising  the 
children.  During  our  day  in  the  islands  we 
saw  no  men,  but  understood  them  to  be 
hunting  and  obtaining  fresh  water  on  the 
mainland.  At  each  island  the  Cuna  women 


would  gather  around  us,  offering  for  sale  their 
brightly  colored  squares  of  cloth,  called 
“molas,”  applique  work  which  makes  excellent 
covering  for  pillows  or  wall  hangings,  etc. 
When  we  finally  left,  we  must  have  been  a 
strange  sight  indeed,  loaded  down  with  wood 
carvings,  molas  and  shell  jewelry.  We  felt 
rather  proud  of  our  acquisitions  as  the 
bargaining  had  been  quite  difficult;  not  many 
of  the  Indians  understood  Spanish,  and  we 
certainly  didn’t  speak  Cuna! 

Now  that  we  are  back  home,  we  have  by 
no  means  forgotten  the  wonderful,  friendly 
people  of  Panama.  Nor  have  we  completed 
our  mission.  All  of  us  have  been  making 
speeches  about  our  trip,  to  various  service 
clubs  and  other  interested  groups  around  the 
state,  hoping  to  impress  them  with  the  value 
of  the  program.  A number  of  clubs  have 
already  offered  to  underwrite  specific  projects, 
and  the  members  will  then  know  the  thrill 
of  having  furnished  hooks  and  blackboards  for 
an  adult  education  center  in  San  Francisco, 
or  having  equipped  a pre-natal  clinic  in  San 
Miguelito,  or  purchased  Boy  Scout  handbooks 
(in  Spanish)  for  a new  troop  near  Panama 
City.  These  are  the  little,  but  important, 
things  which  will  bring  us  all  closer  together 
in  the  Alliance  for  Progress. 


CLINICAL  NOTICES  AND  MEETINGS 

The  Committee  on  Medical  Disaster  Medical  Care  of  the  AMA  Council  on  National 
Security  will  hold  its  16th  National  Conference  on  Disaster  Medicine  on  Saturday 
and  Sunday,  October  30-31  at  the  Drake  Hotel,  Chicago. 

The  8th  Institute  on  Coordinated  Home  Care  will  be  held  at  the  Montefiore 
Hospital,  New  York,  October  14-15.  The  hospital’s  experience  with  home  care 
over  the  past  18  years  makes  it  an  appropriate  place  to  offer  instructional  op>- 
portunities  in  this  subject.  The  enactment  into  Federal  law  of  the  Medicare  Bill 
will  undoubtedly  stimulate  the  need  for  its  alternative,  home  care. 

A Suicide  Symposium  to  explore  the  tragedy  of  self-destruction,  will  be  held  on 
October  14,  1965  at  the  George  Washington  University  School  of  Medicine,  Lisner 
Auditorium,  21st  and  N Streets,  N.W.,  Washington,  D.C. 

The  American  College  of  Obstetricians  and  Gynecologists  will  hold  their  Post- 
graduate Program  (District  3),  October  14;  their  annual  district  meeting  will  be 
Oct.  15-16;  their  conference  on  Obstetric,  Gynecological  and  Neonatal  Nursing. 
Oct.  14-15.  All  will  be  held  at  the  Pittsburgh-Hilton  Hotel,  Pittsburgh. 
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SYPHILIS  CONTROL 

Effect  of  Serologic  Reactors  Reports 


• A serologic  reactor  program  based  upon  volun- 
tary reports  from  laboratories  has  not  been  effec- 
tive. Delaware  needs  laws  imposing  upon  labor- 
atory directors  the  responsibility  to  report  all 
evidence  of  venereal  disease  elicited  by  examina- 
tion of  specimens  submitted  to  those  laboratories. 

Winder  L.  Porter,  M.D. 


It  is  now  a familiar  chronicle  that  the  re- 
ported cases  of  syphilis  have  declined  prog- 
ressively since  the  end  of  World  War  Two. 
It  is  equally  well  known  that  the  cases  of 
infectious  syphilis  declined  to  a low  about 
1955,  since  when  each  year  has  seen  an  in- 
crease in  reported  cases.  Delaware  has  shared 
in  both  trends;  however,  the  decline  in  mor- 
bidity has  not  been  as  pronounced  as  that 
experienced  by  the  country  as  a whole,  and 
while  the  resurgence  in  new  infectious  cases 
has  shown  wide  fluctuations,  the  incidence  in 
the  State  is  currently  at  a peak  for  the  decade 
and  in  excess  of  the  national  rate. 

In  1961,  the  Surgeon  General  of  the 
U.S.P.H.S.  commissioned  a Task  Force  of 
distinguished  community  leaders  to  study  this 
resurgence  of  the  syphilis  problem  and  to 
formulate  a plan  for  eradication  of  the  disease. 
A key  recommendation  of  this  commission 
was  that  the  Public  Health  Service  give 
serious  consideration  to  the  preparation  of 
model  state  laws  requiring  laboratories  to 
report  positive  serologic  tests  for  syphilis,  and 
that  State  and  local  health  departments  under- 
take to  introduce  these  laws  and  to  set  up 
procedures  for  implementing  their  require- 
ments. 

In  Delaware,  a course  was  charted  seeking 
such  reports  on  a voluntary  basis  without 
resort  to  compulsion  by  law.  Every  laboratory 
was  visited  in  this  regard  and  forms  were 
supplied  to  facilitate  transmission  of  the  de- 
sired information.  Compliance  was  obtained 
for  a brief  period  during  which  the  State 
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Board  of  Health  received  reports  of  285  re- 
actors which  ostensibly  led  to  identification 
of  some  two  hundred  cases  of  syphilis  which 
might  otherwise  not  have  been  disclosed. 
Since  this  batch  of  reports  represented  a back- 
log of  several  months,  they  revealed  that 
some  cases  of  syphilis  were  not  reported  for 
as  much  as  a year  after  they  had  been  elicited 
or  diagnosed,  and  sad  to  relate  some  had  not 
received  either  attention  or  treatment  until 
the  physician  was  reminded  of  the  laboratory 
finding  and  was  stimulated  to  investigate  its 
significance.  For  some  reason  never  ade- 
quately identified,  submission  of  these  reports 
was  abruptly  suspended  and  word  drifted 
back  indirectly  but  positively  that  no  more 
would  be  forthcoming.  This  developed  even 
though  in  the  meantime,  the  Board  of  Health 
of  the  City  of  Wilmington  had  adopted  a regu- 
lation requiring  routine  testing  of  all  patients 
admitted  to  hospitals  in  the  city  and  requiring 
reports  of  all  reactors.  Information  supplied 
to  the  State  Board  of  Health  was  that  this 
resolution  was  passed  by  the  City  Health 
Board,  signed  by  the  Mayor  and  became  ef- 
fective March  21,  1962.  City  officials  now 
deny  that  the  regulation  ever  received  the 
required  signature  by  the  Mayor.  Be  that 
as  it  may,  the  regulation  had  a number  of 
glaring  defects  which  were  pointed  out  at  the 
time  of  its  adoption,  and  consultation  with 
the  Medical  Society  and  other  groups  was 
sought  to  plug  some  of  the  loopholes  but  the 
effort  died  aborning. 

In  1964,  38%  of  the  serologic  tests  per- 
formed in  the  state  were  done  in  the  State 
lab,  and  for  several  good  reasons  not  germane 
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to  present  thesis,  51%  of  the  reactors  are 
elicited  in  the  State  lab.  Through  cooperation 
of  other  labs,  66.5%  of  the  reactors  are  re- 
ported, but  this  is  far  below  the  100%  needed. 

Since  laboratories  other  than  those  in  Wil- 
mington Hospitals  have  by  and  large  remained 
cooperative,  the  crux  of  the  problem  rests 
squarely  with  specimens  tested  at  those  Wil- 
mington Hospital  labs.  For  this  reason,  City 
officials  have  convened  hospital  administrators, 
lab  officials,  representatives  of  the  Medical 
Society  and  other  persons  intimately  con- 
cerned to  determine  a course  of  action  accept- 
able to  all  and  yet  conducive  to  general  com- 
pliance. After  several  meetings  the  determin- 
ation was  reached  that  the  efforts  should  be 
abandoned  at  the  City  level  and  directed 
towards  securing  an  enactment  by  the  State 
legislature  that  would  have  uniform  applica- 
tion throughout  the  State. 

This  does  not  mean  that  there  is  not  now 
any  requirement  that  cases  of  VD  be  reported 
for  the  State  law  very  clearly  specifies  that 
every  physician  who  makes  a diagnosis  in  or 
treats  a case  of  venereal  disease  shall  make  a 
report  of  such  case  to  the  health  department. 
Physicians  are  free  to  confess  that  wilfully 
or  otherwise  they  just  fail  to  get  around  to 
submitting  such  reports  for  a variety  of  rea- 
sons. An  unfortunate  provision  of  the  State 
law  is  that  the  physician  may  report  such 
cases  by  number.  Obviously,  no  adequate 
program  of  control  can  be  formulated  unless 
it  be  known  what  segment  of  the  population 
is  involved,  age,  sex,  race,  marital  status,  lo- 
cation and  occupation  all  being  important 
factors  to  catalogue.  The  health  department 
is  not  interested  in  receiving  reports  just  for 
the  sake  of  compiling  statistics  but  is  deeply 
concerned  with  applying  statistical  information 
to  the  formulation  of  a plan  of  action  and  in 
accelerating  the  application  of  control  tech- 
niques. The  main  street  executive  with  in- 
fectious syphilis  is  just  as  much  a menace  to 
society  as  the  skid-row  derelict  and  warrants 
the  same  intensity  of  epidemiologic  investiga- 
tion if  we  ever  are  to  accomplish  eradication. 

Happily,  very  few  physicians  take  advantage 
of  the  privilege  of  cloaking  their  patients  with 
anonymity  and  frequently  even  then  they 
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indicate  that  their  cases  are  of  sufficient  dura- 
tion as  probably  to  have  passed  the  stage  of 
communicability,  but  even  one  case  which 
gets  by  unrecognized  or  unreported  may  be 
the  beginning  of  a whole  new  series  of  infec- 
tions. Speed  and  thoroughness  of  epidemio- 
logic processing  are  urgently  dictated  and 
often  gets  a headstart  because  of  a laboratory 
report  of  a test  taken  on  a more  or  less  routine 
basis. 

It  must  be  recognized  that  follow-up  of 
serologic  reactors  is  not  a new  policy  with  the 
Delaware  State  Board  of  Health.  For  more 
than  twenty  years,  some  sort  of  program  has 
been  in  effect  soliciting  a report  from  the 
physician  in  every  instance  when  a positive 
(or  reactive)  serologic  test  was  elicited  in  a 
specimen  submitted  by  him  to  the  State  labor- 
atory. The  type  and  intensity  of  this  effort 
has  varied  over  the  years  often  depending 
upon  the  funds  and  personnel  available,  as 
well  as  upon  the  age  of  the  patient,  the  titer, 
parity  and  related  circumstances.  Whenever 
possible,  even  weak  reactors  are  followed  be- 
cause in  a definite  percentage  of  cases  they 
will  prove  most  significant  and  every  patient 
deserves  at  least  a repeat  test  to  see  if  the 
finding  is  sustained. 

In  every  instance,  the  first  move  is  to  con- 
sult existing  files  for  evidence  that  the  person 
involved  has  been  previously  reported  as  a 
case  of  syphilis  or  as  a subject  of  investigation. 
A Central  Registry  is  maintained  which  con- 
tains an  entry  for  every  case  of  syphilis  re- 
ported since  1950,  with  as  much  identifying 
data  as  has  been  made  available.  In  recent 
years,  entries  have  also  been  made  for  cases 
reported  as  “Biologic  False  Positive”  or  as 
having  received  “Prophylactic  Treatment  for 
Syphilis.”  There  are  also  entries  on  some  cases 
which  have  been  reported  as  “Positive  Was- 
sermann”  as  though  that  were  a diagnosis 
since  we  have  discovered  that  some  physicians 
have  assumed  that  the  report  of  the  serologic 
reaction  constitutes  a report  of  a case. 

Actually  the  report  of  a reactive  serology 
is  not  construed  as  tantamount  to  a diagnosis 
of  syphilis  but  it  is  equally  important  to  af- 
firm that  such  a report  will  be  regarded  as  an 
indication  of  a potentially  serious  problem 
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which  may  pose  a threat  to  the  community 
as  a whole  and  which  therefore  must  be  vigor- 
ously pursued  until  its  significance  is  deter- 
mined. Current  Delaware  Law  vests  with  the 
State  Board  of  Health  authority  to  act  where 
there  is  reasonable  suspicion  that  venereal 
disease  is  present  and  such  a finding  falls 
within  the  realm  of  reasonable  suspicion. 

If  there  is  a previous  report  upon  the  pa- 
tient and  the  current  test  is  consistent  with 
previous  information,  no  further  action  is 
taken.  When  there  is  no  previous  report,  a 
card  is  sent  the  physician  including  as  much 
information  as  is  available  so  that  he  may 
complete  the  report  by  signing  and  dating  the 
card  and  checking  those  boxes  which  apply 
to  the  stage  and  treatment  status  of  the  pa- 
tient in  case  the  diagnosis  of  syphilis  is 
reached.  If  no  reply  is  received  in  3-4  weeks, 
a follow-up  letter  is  sent  the  physician  and 
when  this  also  is  not  answered  in  a like  period, 
the  case  is  assigned  to  a VD  investigator  or 
nurse.  The  worker  checks  records  in  the 
clinic  in  the  area  in  which  the  patient  lives  for 
the  possibility  the  patient  has  been  previously 
processed  before  he  ultimately  calls  upon  the 
physician  for  his  appraisal  of  the  case.  In 
cases  of  pregnancy,  of  high  titers  in  young 
persons,  or  of  contacts  to  known  cases,  the  test 
result  may  be  phoned  to  the  physician  at 
which  time  the  investigator  offers  his  assist- 
ance. If  the  physician  indicates  the  patient 
has  syphilis  in  an  infectious  stage,  he  is  urged 
to  have  that  patient  interviewed  by  a trained 
investigator.  Unless  approval  is  given  by  the 
physician,  no  approach  will  be  made  to  the 
patient  because  of  knowledge  of  his  serologic 
test  result  N.  B.,  however,  this  does  not  bar 
approach  to  the  patient  on  the  basis  of  in- 
formation received  independently  such  as  his 
being  named  as  a contact  by  a known  infec- 
tious case).  The  department  aims  to  steer 
clear  of  interference  with  the  program  of 
management  charted  by  the  physician  and 
will  bow  to  his  judgment  in  assessing  the 
significance  of  his  findings  and  the  necessity 
for  definitive  action  but  will  offer  assistance 
in  these  areas  freely  upon  request. 

Benefits  of  a reactor  follow-up  program  is 
indicated  by  the  fact  that  a lab  result  was 


the  first  indication  which  brought  43%  of  the 
cases  of  primary  or  secondary  syphilis  to  at- 
tention in  1964.  Follow-up  of  2,972  reactors 
led  to  54  Primary  and  Secondary,  27  Early 
Latent  and  628  cases  of  syphilis  in  other  stages 
and  previously  unreported.  If  the  same  com- 
position would  apply  to  those  1500  plus  reac- 
tors which  were  not  reported,  conceivably  27 
additional  Primary  and  Secondary  Cases,  14 
Early  La  tents  and  318  in  other  stages  of 
syphilis  were  at  least  unreported  if  not  un- 
recognized. Of  52,971  positive  serologies  in 
Pennsylvnia  in  1957,  private  physicians  re- 
ported 678  cases  of  syphilis.  With  the  lab 
reactor  program  instituted  May  5,  1958,  priv- 
ate physicians  reported  3,011  cases  in  that 
year.  Other  states  report  similar  experiences. 

In  a joint  statement,  The  American  Social 
Health  Association,  The  American  VD  Asso- 
ciation and  the  Association  of  State  and  Ter- 
ritorial Health  Officers  recently  recommended 
“that  state  and  city  legislative  bodies  enact 
appropriate  laws  requiring  that  all  laboratories 
(public,  private,  hospital  and  blood  banks) 
report  all  positive  serologic  specimens  by 
name  to  the  health  department  to  provide  in- 
formation which  will  insure  that  all  persons 
suspected  of  having  syphilis  are  followed 
through  to  a medical  clarification  as  to 
whether  they  do  or  do  not  have  syphilis.” 

The  people  of  Delaware  deserve  the  bene- 
fit of  such  a law.  It  should  not  be  confined 
to  serologic  tests  but  should  cover  all  labora- 
tory tests  indicative  of  venereal  disease.  In- 
deed while  this  division  is  concerned  solely 
with  applications  to  venereal  disease  control, 
it  would  endorse  a law  like  that  in  Pennsyl- 
vania or  California  where  a number  of  diseases 
of  public  health  significance  is  listed  and 
reports  are  required  of  any  laboratory  finding 
indicative  of  any  one  of  them. 

The  law  should  be  drafted  with  competent 
legal  assistance  to  remove  conflict  with  existing 
laws,  to  provide  laboratories  the  protection 
they  demand  against  possible  charge  of  breach 
of  confidentiality,  and  to  guarantee  that  the 
interests  of  the  private  physician  and  his  pa- 
tient are  both  safeguarded  in  the  handling 
and  processing  of  information  obtained  via 
laboratory  reports. 
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CHANGES  IN  THE  HOSPITAL  AND  MEDICAL 
FACILITIES  PROGRAM 


• A brief  summary  of  and  changes  in  the  Hospital 
Medical  Facilities  Program  of  the  State  Board 
of  Health,  including  the  impact  of  P.L.  88-164. 


Harry  F.  Camper,  B.A. 


The  Hospital  Survey  and  Construction  Act, 
Public  Law  79-725  became  law  in  August, 
1946.  It  soon  became  known  as  the  Hill- 
Burton  Program  after  the  sponsors  of  the 
legislation.  The  stated  purpose  was  to  “assist 
in  the  construction  of  public  and  other  non- 
profit hospitals  and  related  facilities.” 
Amendments  to  the  law  in  1954  provided  for 
“assistance  in  construction  of  diagnostic  or 
treatment  centers,  chronic  disease  hospitals, 
rehabilitation  facilities  and  nursing  homes.” 
The  State  Board  of  Health  serves  as  the 
State  Agency  for  administration  of  the  funds 
appropriated  for  Delaware. 

The  Hill-Burton  Program  began  in  Del- 
aware with  Kent  General  Hospital  as  the  first 
project  in  1950.  Since  that  time  a total  of 
sixteen  completed  projects  has  led  to  an  ex- 
penditure of  $19,298,466.07  by  various  spon- 
sors and  $5,700,092.00  in  Federal  Grants. 
In  June  1964  the  law  expired  and  was  re- 
newed and  expanded. 

The  previous  programs  for  construction  have 
been  continued.  Delaware’s  allotment  for 
General  Hospitals,  Tuberculosis  Hospitals, 
Public  Health  Centers,  and  Mental  Hospitals 
was  and  remains  $200,000.00  per  year.  How- 
ever, the  funds  cannot  be  allocated  to  mental 
hospitals  until  the  Community  Mental  Health 
Center  money  has  been  spent  for  that  year. 
This  Community  Mental  Health  Center  al- 
lotment, made  available  by  P.L.  88-164,  is 
$100,000.00  for  the  current  fiscal  year.  The 
rate  of  participation  in  the  above  stated  con- 
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struction  programs  is  one-third  Federal  to  the 
extent  of  the  Federal  allotment. 

The  concept  of  having  stimulants  for  new 
construction  has  been  altered  to  include  pro- 
jects for  modernization  of  hospital  and  medical 
facilities.  Evaluation  of  the  facilities  in  the 
State  will  allow  for  the  establishment  of 
priorities  for  use  of  the  $200,000.00  per  year 
anticipated  in  this  category.  Inspection  of 
each  of  the  facilities  covered  by  the  program 
will  determine  the  applicability  for  moderni- 
zation and  furnish  a basis  for  relative  need 
among  the  various  hospitals  for  renovation 
projects. 

The  programs  with  a participation  rate  of 
50  percent  were  Chronic  Disease,  Nursing 
Home,  and  Diagnostic  & Treatment  with 
$100,000.00  each,  and  Rehabilitation  with 
$50,000.00  per  year.  Under  the  change  of  the 
new  law  the  chronic  disease  and  nursing 
home  categories  have  been  merged  to  Long 
Term  Care  with  $200,000.00.  The  new  Long 
Term  Care  category  will  help  overcome  the 
problem  in  differentiating  between  the  chronic 
disease  facility  and  the  nursing  homes.  In 
most  cases  there  is  a broad  area  of  overlap 
between  the  two.  Assisting  this  trend  is  a 
broadening  of  the  allowance  for  transfer  of 
funds  between  various  categories. 

When  there  are  no  applicants  for  funds 
from  a specific  category  after  a reasonable 
time,  the  allotment  can  be  transferred  to  a 
category  where  more  funds  are  needed.  This 
is  true  in  all  phases  of  construction  except  the 
Rehabilitation  funds.  This  allotment  can 

(Continued  on  Page  212) 
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NURSING  HOMES  — PAST,  PRESENT,  FUTURE 


• In  1962.,  the  State  Board  of  Health  started  a 
program  with  the  aim  of  improving  patient  care 
in  Delaware  nursing  homes.  The  following  ar- 
ticle shows  trends  of  needs,  responsibilities  and 
competency  relating  to  more  comprehensive  care 
in  our  nursing  homes. 


In  1962  the  State  Board  of  Health  started 
a program  with  the  aim  of  improving  patient 
care  in  Delaware  nursing  homes.  At  this 
time,  we  had  thirty-three  nursing  homes  with 
a total  of  716  beds.  The  individual  bed  ca- 
pacities ranged  from  eleven  to  forty  beds. 
Only  fourteen  of  the  thirty-three  homes  em- 
ployed registered  nurses.  In  nineteen  homes, 
a practical  nurse,  licensed  by  the  waiver 
method  assumed  full  responsibility  for  all 
nursing  care  as  well  as  administrative  duties. 
In  twenty-one  homes,  the  evening  and  night 
shifts  were  staffed  solely  by  untrained  nurses’ 
aides. 

With  this  lack  of  trained  personnel,  it  was 
virtually  impossible  to  give  any  type  of  com- 
prehensive nursing  care.  There  was  a com- 
plete absence  of  patient  records  and  the  medi- 
cation systems  were  completely  unorganized. 
Physicians’  orders  were  not  written,  due  to 
the  absence  of  charts,  and  medications  were 
coming  to  the  nursing  home  identified  only 
by  the  patient’s  name  and  the  prescription 
number.  Many  supervising  nurses  did  not 
know  the  diagnosis  of  their  patients  and  were 
giving  what  they  termed  “routine  care.”  Only 
one  home  offered  physical  and  occupational 
therapy.  Recreational  facilities  were  com- 
pletely lacking. 

The  administrative  part  of  the  nursing 
service  was  also  very  poor.  Only  two  nursing 
homes  had  personnel  policies,  job  descriptions, 
and  in-service  education.  The  absence  of  these 
features  made  it  difficult  to  attract  and  keep 
qualified  personnel. 

Katherine  Maier  is  Nursing  Services  Consultant,  Division  of 
Chronic  Disease,  State  Board  of  Health. 


Katherine  B.  Maier,  R.N. 

Realizing  that  the  nursing  home  operators 
could  not  immediately  restaff  their  homes  with 
qualified  personnel,  an  intensive  in-service 
education  program  was  started  by  the  Board 
of  Health  in  order  to  increase  the  competence 
of  the  staff  working  in  the  homes.  Two  basic 
courses  are  now  being  offered  to  nursing 
homes.  The  first  course,  “How  To  Be  A 
Nursing  Aide  In  A Nursing  Home,”  stresses 
basic  nursing  skills.  The  second  course,  “Re- 
habilitation Nursing,”  is  offered  to  those 
homes  already  providing  good  basic  nursing 
care.  In  addition  to  these  programs,  standard 
record  forms  were  drafted  and  are  supplied  to 
the  nursing  homes  free  of  charge.  Individual 
help  was  given  to  each  nursing  home  in  the 
proper  use  of  these  forms  and  in  reorganizing 
their  medication  procedures.  As  these  pro- 
grams progressed,  it  was  continually  stressed 
that  these  measures  were  not  a substitute  for 
qualified  nursing  staff. 

At  the  present  time  we  have  thirty-four 
nursing  homes  with  a total  of  1,056  beds. 
Three  new  facilities  have  opened  in  the  past 
three  years  and  five  nursing  homes  have  made 
major  additions.  We  have  seen  an  increasing 
improvement  in  the  staffing  in  nursing  homes. 
Nineteen  homes  now  employ  registered  nurses 
and  fourteen  homes  have  at  least  one  licensed 
practical  nurse  on  each  shift.  All  homes  now 
have  acceptable  medication  and  record  sys- 
tems. Seven  homes  now  offer  physical  and 
occupational  therapy  as  a part  of  their  services. 
Fifteen  nursing  homes  have  fairly  good  nursing 
organization  with  personnel  policies  and  job 
descriptions  for  employees.  Five  homes  have 

(Continued  on  Page  210) 
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MILK,  THE  INFANT’S  FIRST  FOOD 


• Milk  is  basic  infant  nutrition.  Whether  ob- 
tained from  the  breast  or  the  bottle,  feeding 
should  be  the  way  in  which  the  infant  satisfies 
both  his  biological  and  emotional  needs. 


Mayton  Zickefoose,  M.S. 
Patricia  W.  Frey,  B.S. 


“There  is  much  evidence  that  the  earliest 
experiences  of  the  newborn  baby  are  of  great 
importance  in  his  later  adjustment  to  the 
world  in  which  he  must  live.  This  is  particu- 
larly true  of  the  way  he  obtains  his  food. 
Even  at  this  early  stage,  he  will  react  to  the 
emotions  of  the  mother,  and  this  is  of  more 
importance  than  whether  he  is  breast  or 
formula  fed.  If  the  mother  is  relaxed  and 
confident,  the  baby  will  respond  to  her  and, 
through  her,  to  the  world  about  him  with  trust 
and  confidence.  Conversely,  if  the  mother  is 
tense  and  overanxious,  or  if  the  feeding  is 
hurried,  the  baby  becomes  aware  of  discom- 
fort. In  response,  there  may  be  fretfulness  or 
crying  which  may  prevent  his  taking  the  food 
he  needs.”1 

Breast  Feeding 

No  formula  has  bettered  the  milk  secreted 
by  the  breasts  to  nourish  the  human  infant. 
The  nutritional  adequacy  of  breast  milk  is 
well  established.  A supplemental  source  of 
vitamin  D may  be  prescribed  by  the  physician. 

Although  most  women  are  physically  able 
to  breast  feed,  many  have  doubts  about  this 
method  of  infant  feeding.  This  reaction  is 
easily  understood;  for  practically  nothing  in 
today’s  living  prepares  a woman  to  feel  natural 
about  breast  feeding.  For  these  reasons, 
physicians  and  nurses  with  their  training,  can 
help  inform  and  prepare  pregnant  women  for 

Mayton  Zickafoose  is  Nutrition  Consultant;  Patricia  Frey  is 
Nutritionist,  Delaware  State  Board  of  Health. 


breast  feeding.  Both  emotional  and  technical 
preparation  are  needed.  Every  mother-to-be 
should  have  the  advantage  of  intelligently 
being  able  to  choose  between  breast  and  bottle 
feeding. 

The  psychological  advantages  to  both 
mother  and  child  are  clear  if  the  mother  en- 
joys breast  feeding.  The  woman  who  finds 
breast  feeding  unsatisfying  or  impractical 
should  be  allowed  her  conviction  without  be- 
ing made  to  feel  guilty. 

Whether  or  not  breast  feeding  is  more 
economical  than  bottle  feeding  depends  on 
the  foods  eaten  by  the  mother  to  supply  milk 
adequate  in  nutrients  and  amount  and  also 
on  the  type  of  bottle  formula  used.  Breast 
feeding  and  bottle  feeding  with  evaporated 
milk  formula  compare  very  closely  in  cost. 

Other  advantages  of  breast  feeding  include 
ease  of  preparation,  ease  of  digestion  by  in- 
fant, and  provision  of  a measure  of  immunity. 
There  is  evidence  that  women  who  breast 
feed  are  less  susceptible  to  cancer.  A nursing 
mother  regains  her  figure  more  rapidly  as  a 
result  of  the  sucking  action  which  contracts 
the  muscles  of  the  uterus.  Breast  fed  babies 
are  less  likely  to  be  constipated  and  have 
fewer  intestinal  disturbances. 

Bottle  Feeding — A Satisfactory  Alternate 

Today,  artificial  formulas  are  prepared  so 
that  they  meet  the  nutritional  needs  of  infants 
as  adequately  as  does  breast  milk.  In  ad- 
dition to  providing  nourishment,  feeding  is  the 
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COST  PROJECTIONS 
Selected  Infant  Formulas2 


Formula 

Cost/Day 

Cost  for  6 
month's  supply 

Evaporated  milk  formula  with  cane 
sugar,  25  mg.  ascorbic  acid  tablets, 
■Ferrous  sulfate  drops  (7.5  mg.  iron 
daily) 

16^c  per  day 

$ 29.74 

Powdered  infant  formula 

23q  per  day 

$ 41.40 

Liquid  infant  formula 

33q  per  day 

$ 59.40 

“Ready-to-Use"  formula 
8 oz . can  (6  pack) 

62q  per  day 

$111.60 

8 oz.  disposable  bottle  (4  pack) 

93q  per  day 

$167.40 

initial  way  in  which  the  mother  expresses  love 
for  the  infant.  The  loving  handling  and  close- 
ness of  mother  and  child  which  breast  feeding 
helps  to  foster  can  be  provided  in  equal  mea- 
sure by  the  mother  who  bottle  feeds  her  in- 
fant. 

Recently  marketed  ready-to-use  formulas 
provide  an  ease  of  preparation  never  before 
enjoyed  in  bottle  feeding.  There  is  no  doubt 
that  prepared  formulas  in  disposable  bottles 
has  been  a boon  to  hospital  management. 
They  also  have  value  as  supplemental  bottles, 
aids  to  travel,  and  in  some  cases  may  be  the 
safe  way  to  feed  the  boby.  It  is  questionable, 
however,  whether  their  exclusive  use  by  the 
general  public  is  advisable. 

Since  the  formula  is  basic  infant  nutrition, 
it  should  be  considered  part  of  the  food- 
buying dollar.  In  families  where  the  budget 
is  already  strained,  the  physician  can  pre- 
scribe use  of  less  expensive  formulas;  evapor- 
ated milk  formulas  are  the  least  expensive. 
Commercial  formula  preparations,  whether 
powdered,  liquid,  or  “ready-to-use,”  have 


vitamin  D and  ascorbic  acid  added.  Most  are 
available  with  iron  also  added  at  no  increase 
in  cost.  All  evaporated  milk  is  fortified  with 
vitamin  D,  but  evaporated  milk  formulas 
need  a supplemental  source  of  ascorbic  acid. 
Infants  receiving  breast,  evaporated  or  fresh 
milk  formulas  will  need  an  iron  supplement 
after  the  first  six  months;  this  would  also  be 
true  of  infants  receiving  commercial  formulas 
not  fortified  with  this  mineral. 

The  above  cost  projection  chart  helps 
one  visualize  the  wide  cost  range  of  various 
formulas. 

Summary 

A discussion  of  the  advantages  of  breast 
feeding  is  presented.  Trends  in  bottle  feed- 
ing are  pointed  out  with  emphasis  on  the 
“ready-to-use”  preparations.  A cost  projection 
for  selected  formula  preparations  is  given. 
These  are  presented  as  guidelines  to  assist  the 
physician’s  work  with  families  as  it  relates 
to  infant  feeding. 

References  will  be  supplied  by  the  Journal  on  request. 


NURSING  HOMES  — PAST,  PRESENT,  FUTURE 

(Continued  from  Page  208) 
in-service  education  programs  for  their  staff. 

In  the  future,  we  would  like  to  see  a con- 
tinuation of  the  trend  toward  more  compre- 
hensive care  in  nursing  homes.  We  would 


like  to  see  more  homes  serving  as  a stopping 
place  between  the  general  hospital  and  the 
home;  and  a closer  relationship  between  the 
general  hospital  and  the  nursing  home,  with 
the  overall  aim  of  restoring  each  individual 
patient  to  his  maximum  level  of  self-sufficiency. 
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THE  ROLE  OF  THE  DENTIST 
IN  ORAL  CANCER  DETECTION 


• The  role  of  the  dentist  in  cancer  detection  has 
now  been  recognized.  With  the  expanded  efforts 
of  dental  research  in  cancer  control  and  the 
advent  of  newer  tools  at  his  command  to  detect 
oral  cancer,  the  dentist  is  rapidly  assuming  this 
new  responsibility. 


According  to  an  editorial  in  the  April,  1963, 
issue  of  the  Journal  of  the  American  Dental 
Association,  36,000  new  cases  of  oral  cancer 
were  diagnosed  in  1962.  While  oral  cancer 
is  less  prevalent  than  cancer  in  other  parts 
of  the  body,  the  number  of  persons  with  this 
type  of  tumor  appears  to  be  increasing  each 
year.1 

The  role  of  the  dentist  in  cancer  control 
has  not  always  been  recognized.  In  1948, 
with  special  grants  made  available  to  dental 
schools,  a program  for  the  integration  nd 
improving  of  cancer  teaching  was  introduced. 
By  1955,  the  National  Cancer  Institute  was 
administering  Public  Health  Service  grants  to 
43  dental  schools.2  Among  the  many  good 
features  of  this  program,  it  was  noted  that 
dentists  were  becoming  more  aware  of  the 
part  they  could  play  in  the  early  detection 
of  cancer  in  their  patients. 

More  recently  interest  has  centered  around 
exfoliative  cytology  for  the  detection  of  oral 
cancer.  Studies  made  during  the  past  five 
years  by  the  Veteran’s  Bureau,  the  Minnesota 
Department  of  Health  and  like  groups  have 
contributed  tremendously  to  the  previously 
small  amount  of  knowledge  in  this  special 
field. 


1.  Editorial,  Journal  of  the  American  Dental  Association.  66:136, 
April,  1963. 

2.  Reprint  No.  3253.  Public  Health  Reports.  70:35038,  January, 
1955. 


Margaret  H.  Jeffreys,  R.D.H.,  is  Director  of  the  Division  of 
Oral  Hygiene,  Delaware  State  Board  of  Health. 


Margaret  H.  Jeffreys,  M.P.H. 

Dentists  are  in  a remarkably  strategic  posi- 
tion to  detect  abnormalities  which  may  be 
indicative  of  oral  cancer  for  the  following 
reasons: 

1.  The  public  has  become  more  dental  con- 
scious in  recent  years  and  many  persons 
visit  their  dentist  at  least  twice  a year 
for  dental  examination.  This  provides 
a rare  opportunity  for  a very  thorough 
and  complete  examination  of  the  oral 
cavity,  made  possible  under  the  most 
favorable  circumstances.  The  same  is 
true  of  the  dental  hygienist  who  sees 
her  patients  regularly  for  prophylaxis. 
Although  her  training  is  limited  com- 
pared to  that  of  the  dentist,  she  is  able 
to  observe  unusual  conditions  and  bring 
them  to  the  attention  of  the  dentist. 

2.  Not  infrequently,  an  individual  aware 
of  some  unusual  pain,  discomfort  or  an- 
noyance related  to  the  oral  cavity  will 
consult  his  dentist  rather  than  a phy- 
sician. This  too  is  probably  due  to  the 
educational  process  which  clearly  as- 
sociates the  dentist  with  dental  needs. 

3.  A large  percentage  of  the  population 
does  not  receive  dental  attention,  but 
they  go  to  the  dentist  to  have  a tooth 
extracted  if  for  no  other  purpose.  These 
patients  offer  a real  opportunity  for  can- 
cer detection  since  their  oral  health  is 
generally  neglected,  and  the  condition 
such  as  may  be  a causation  of  cancer. 

4.  Finally,  there  are  persons  who  have  had 
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dental  care  but  visit  the  dentist  at  ir- 
regular intervals.  Careful  examinations 
of  such  patients  with  particular  atten- 
tion to  possible  sources  of  irritation  may 
be  an  extremely  important  preventive 
measure. 

Undoubtedly,  dentists  have  all  been  aware 
of  their  more  or  less  unique  opportunity  to 
work  with  the  medical  profession  in  cancer 
control,  but  at  no  time  has  their  awareness 
been  greater  than  at  this  time.  This  is  due 
largely  to  the  expanded  efforts  of  dental 
science  in  research;  the  tremendous  increase 
in  the  number  of  articles  in  professionoal 
journals,  especially  those  devoted  to  dentistry; 
to  activities  of  the  Public  Health  Service  in 
cooperation  with  state  and  local  departments 
and  dental  schools;  and  the  American  Cancer 
Society  and  its  branches. 

Several  state  and  local  health  departments 
have  planned  seminars,  not  only  to  stimulate 
the  interest  of  dentists  in  oral  cytology,  but 
also  to  acquaint  them  with  the  proper  tech- 
niques for  preparing  cytological  smears;  they 
have  made  laboratory  facilities  available  for 
the  examination  of  smears  by  trained  cytolo- 
gists  and  pathologists. 

Such  a program  has  been  introduced  in 
Delaware.  The  Division  of  Oral  Hygiene  of 
the  State  Board  of  Health,  cooperating  with 
the  Delaware  State  Dental  Society  and  the 
Delaware  Chapter  of  the  American  Cancer 
Society  held  a meeting  at  the  Academy  of 


Medicine  early  in  May.  Dr.  Thomas  A.  Mc- 
Fall,  D.D.S.,  Associate  Professor  of  Oral  Medi- 
cine, School  of  Dental  Medicine,  University 
of  Pennsylvania  discussed  “Oral  Examinations 
and  the  Benefits,  Pitfalls,  Techniques  of  Ex- 
foliative Cytology.”  Dr.  John  J.  Stetzer, 
D.D.S,  Chief  of  Oral  Surgery,  Bryn  Mawr  and 
Pennsylvania  Hospitals  and  Associate  Pro- 
fessor of  Oral  Surgery,  Graduate  Hospital, 
University  of  Pennsylvania,  discussed  “Dif- 
ferential Diagnosis,  Purpose  and  Techniques 
of  Biopsy.” 

Seventy-five  dentists  registered  for  the  Oral 
Cytology  Kits  made  available  by  the  State 
Board  of  Health,  and  arrangements  have  been 
made  with  members  of  the  Society  of  Path- 
ologists, Delaware  State  Medical  Society,  for 
the  processing  and  diagnosis  of  slides. 

Unquestionably,  the  utilization  of  exfolia- 
tive cytology  as  a practical  tool  in  the  early 
detection  of  oral  cancer  has  enhanced  the  role 
of  the  dentist  in  cancer  control.  It  is  a valu- 
able technique,  readily  usable  by  the  dentist, 
who  appreciates  his  responsibility  for  the  den- 
tal welfare  of  his  patients. 

Summary 

Dentists  have  a unique  role  in  the  detection 
of  oral  cancer  since  opportunity  is  provided 
for  a careful  examination  of  the  oral  cavity 
of  each  patient  who  visits  his  office  together 
with  the  use  of  exfoliative  cytology,  when  in- 
dicated, and  the  correction  of  conditions  which 
may  be  a causation  of  cancer. 


CHANGES  IN  THE  HOSPITAL  AND  MEDICAL 
FACILITIES  PROGRAM 

(Continued  from  Page  207) 

receive  funds  from  the  other  categories,  but 
there  can  be  no  transfer  out  to  other  projects. 

In  addition  to  the  above  programs  the  State 
Board  of  Health  is  serving  as  the  State 
Agency  under  Title  I,  Part  C of  P.L.  88-164 
for  construction  of  facilities  for  the  mentally 
retarded,  and  under  Title  II  of  P.L.  88-164 
for  Construction  of  Community  Mental  Health 
Centers.  Both  of  these  programs  have  com- 


prehensive studies  underway.  The  findings  of 
these  studies  are  to  be  the  basis  for  establish- 
ing construction  priorities  under  the  required 
construction  plans.  These  have  an  initial 
year  allotment  of  $100,000.00  each  at  a one- 
third  participation  rate. 

The  above  stated  rates  of  participation  of 
both  one-third  and  one-half  are  the  established 
maxima  any  sponsor  can  possibly  be  assigned. 
However,  the  sums  stated  demonstrate  that 
for  most  projects  there  is  not  an  adequate 
quantity  to  fullfill  these  stated  maxima. 
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THE  SHORTAGE  IN  HOSPITAL  NURSING 


Recently  the  newspapers  carried  the  story 
that  the  Delaware  Hospital  has  been  forced 
to  close  beds  because  nurses  are  not  available. 
The  personnel  shortage  is  not  limited  to 
nurses.  Licensed  Practical  Nurses,  Nurse’s 
Aides  and  Orderlies  also  are  needed. 

No  general  hospital  in  Wilmington  is  oper- 
ating at  capacity.  Remodeling  at  the  St. 
Francis  may  eventually  produce  75  beds.  The 
Memorial  has  30  beds  idle  during  renovation. 
The  Wilmington  General,  317  bed  capacity; 
292  beds  in  use. 

When  the  Delaware  Hospital’s  building  pro- 
gram is  completed,  a minimum  of  40  more 
beds  will  become  available.  Both  the  Wil- 
mington General  and  the  Delaware  have  plans 
for  further  expansion  when  additional  beds 
are  authorized.  The  above  accounts  immedi- 
ately for  230  beds,  equal  to  a general  hospital 
in  Kent  or  Sussex. 

Staffing  problems  are  not  limited  to  Wil- 
mington. Dover  has  problems,  too. 

Larger  metropolitan  areas  have  lacked 
nurses  for  years.  Management  changes,  some 
of  which  Delaware  has  adopted,  have  been 
made  to  offset  the  shortages.  As  service 
becomes  critical,  other  deficiencies  become  ap- 
parent: 

(1)  Nurses  are  not  trained  as  managers  and 
do  not  adjust  readily  to  new  management 
problems. 

(2)  The  medical  profession  yearns  for  the 


status  quo,  continues  demands  upon  the  nurs- 
ing organization  that  consideration  and 
thought  could  avoid. 

I have  asked  the  appropriate  organizations 
to  organize  a carefully  chosen  group  of  Trus- 
tees, Administrators,  Nurses  and  Doctors  to 
study  our  situation  and  to  act. 

In  recent  winters,  urgent  waiting  lists  have 
ranged  between  160  and  200  patients  with  the 
Delaware  and  the  Memorial  operating  at 
capacity.  The  population  of  Delaware  is  in- 
creasing rapidly.  The  next  few  years  promise 
greater  distress,  possibly,  with  all  beds  in 
service.  Medicare  will  add  to  the  problem. 

The  number  of  graduates  in  nursing  at  the 
University  of  Delaware  is  slowly  increasing. 
With  three  diploma  schools  closing  in  1966 
and  one  new  school  trying  to  replace  them, 
the  number  of  diploma  graduates  in  1967 
will  be  drastically  reduced.  The  practical 
nurse  program  in  the  Wilmjngton  Public 
Schools  has  turned  out  capable  nurses  in 
limited  numbers  but  the  numbers  in  the  im- 
mediate future  are  expected  to  decline. 

There  is  an  area  of  immediate  relief  if  it 
can  be  tapped.  Of  3054  nurses  registered  in 
Delaware  only  1775  are  employed  here.  About 
42%  of  the  nurses  registered  in  Delaware  are 
not  working  here  at  their  professions. 

— ^ ^ 
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PROJECT  VIETNAM 


• “Can’t  get  a bed?” 

• “This  town  has  too  many  general  surgeons!” 

• “Concerned  about  infant  and  maternal  mortality?” 

• “What  is  your  post-operative  infection  rate?” 

• “Ever  seen  a case  of  leprosy  ...  or  trachoma?” 


John  M.  Levinson,  M.D. 


• there  are  only  l1/^  beds  per  1,000  popula- 
tion; and  bed  occupancy  by  two  or  three 
patients  is  common. 

• Less  than  300  physicians  are  available  for 
15,000,000  civilians  (1:50,000  is  the  ratio 
in  South  Vietnam,  while  in  the  United 
States  it  is  1:780). 

• 8%  of  newborn  babies  do  not  live  to  leave 
the  hospital  ...  of  all  children  born,  50% 
never  reach  their  fifth  birthday  . . . the 
maternal  death  rate  is  25  times  higher 
than  in  America. 

• Post-operative  wound  infections  are  seen 
in  up  to  40%  of  patients;  anemia  is  com- 
mon with  little  blood  available  for  trans- 
fusions. 

• Some  5,000  lepers  are  confined  in  govern- 
ment or  private  institutions,  representing 
only  a minor  portion  of  those  affected  . . . 
four-fifths  of  the  population  has  been  in- 
fected at  one  time  or  another  with  tra- 
choma, with  30%  suffering  partial  loss  of 
vision  from  this  disease  and  some  becoming 
totally  blind. 

IN  SOUTH  VIETNAM  . . . 

Life  expectancy  of  a Vietnamese  is  only  35. 
As  in  most  developing  countries,  disease 
flourishes  because  of  poor  sanitation,  inade- 
quate nutrition  and  a lack  of  knowledge  of 
the  basic  personal  sanitary  health  practices. 
Important  causes  of  illness  and  death  are 
malaria,  tuberculosis,  typhoid  fever,  amoebic 


Dr.  Levinson  served  with  MEDICO  in  South  Vietnam  in  1963  and 
1964.  He  is  a member  of  the  Volunteer  Physicians  Program  Ad- 
visory Committee  for  Project  Vietnam. 
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dysentary  and  tetanus.  Beriberi,  night  blind- 
ness and  goiter  are  the  chief  nutritional  dis- 
eases. 

Some  10,000  civilians  in  South  Vietnam 
have  suffered  amputation  as  a result  of  the 
war.  They  require  treatment  and  rehabilita- 
tion. Over  600,000  refugees  from  the  Viet- 


Child  with  noma  (preoperative  slide)  was  treated 
by  Dr.  David  Saunders.  This  is  an  example  of  the 
severe  facial  deformaties  and  injuries  seen  in 
Vietnam  which  shows  the  desperate  need  for 
reconstructive  surgeons. 
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Project  Vietnam — Levinson 


At  the  TuDu  Maternity  Hospital — connected  with  the  University  of  Saigon — beds  with  multiple  patients 
are  not  uncommon.  Only  three  mothers  occupy  this  one.  New  baby  is  being  diapered  with  newspapers. 


Cong  crowd  the  cities,  a grim  addition  to  the 
health  problem. 

Project  Vietnam,  a cooperative  medical 
effort  of  America’s  intervoluntary  agencies  for 
the  people  of  South  Vietnam,  the  A.M.A., 
and  the  Agency  for  International  Develop- 
ment, U.S.  Department  of  State,  has  accepted 
this  great  challenge. 

Under  this  program  20  American  doctors, 
volunteering  for  no  less  than  two  months, 
will  serve  on  a rotating  basis.  Round  trip 
commercial  air  transportation,  living  quarters, 
$10  per  diem,  P-X  privileges,  and  suitable 
war  indemnity  insurance  will  be  provided. 
Currently,  the  most  urgent  need  is  for  ortho- 
pedic surgeons,  general  surgeons  and  general 
practitioners. 

Other  specialties  will  be  assigned  later. 
Project  Vietnam  is  also  interested  in  long 
term  medical  personnel  with  a substantial 
salary  arrangement. 

Individually,  these  doctors  serve  in  the 
civilian  provincial  hospitals  of  South  Vietnam, 
where  there  are  long  term  U.S.  medical  per- 
sonnel working.  They  do  so  under  the  direc- 


tion and  supervision  of  the  Health  Division 
Chief  for  the  United  States  Operations  Mis- 
sion (USOM)  and  within  the  structure  of  the 
government  of  Vietnam-USOM  Provincial 
Hospital  Development  Program.  The  hos- 
pitals where  American  USOM  medical  teams 
work  are  Da  Nang  and  Nha  Trang  on  the 
coast,  and  Can  Tho  and  Rach  Gia  in  the 
Delta.  Each  team  is  made  up  of  two  or  three 
physicians,  a like  number  of  nurses,  one  labor- 
atory technician  and  one  hospital  administra- 
tor. In  addition,  U.S.  Army,  Navy  and  Air 
Force  doctors,  along  with  surgical  teams  from 
Australia,  Holland.  Italy,  Japan,  Korea,  New 
Zealand  and  the  Phillipines  are  currently  aid- 
ing the  civilian  population. 

Project  Vietnam  is  supervised  and  coordin- 
ated by  The  People-to-People  Health  Founda- 
tion, Inc.,  sponsor  of  Project  HOPE,  which 
has  for  the  past  half  dozen  years  been  sending 
volunteer  doctors  to  help  the  people  of  de- 
veloping countries  on  three  continents. 

Interested  physicians  should  contact : PRO- 
JECT VIETNAM,  2233  Wisconsin  Ave.,  N.Y. 
Washington,  D.C.  20007 
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REPORT  OF  THE  MEDICAL  CARE  CONSULTANT 

FISCAL  PERIOD  JULY  1,  1964  to  JUNE  30,  1965 


Victor  D.  Washburn,  M.D. 


OLD  AGE  ASSISTANCE  MEDICAL  CARE 

The  total  number  of  Old  Age  Assistance 
(OAA)  individuals  (unduplicated)  who  were 
hospitalized  was  232.  The  total  number  of 
hospital  admissions  for  232  patients  was  299. 
Of  these,  there  were  97  males  and  135  females; 
151  were  white  and  81  were  non- white.  The 
average  length  of  stay  for  those  patients  who 
were  hospitalized  was  19.26  days.  The  aver- 
age age  of  all  OAA  patients  hospitalized  was 
77.8.  Of  the  232  patients  who  were  admitted 
to  hospitals,  57  died  during  their  hospital  stay. 
The  average  age  of  those  who  died  was  81.3. 

MEDICAL  ASSISTANCE  FOR  THE  AGED 

The  total  number  of  Medical  Assistance  for 
the  Aged  (MAA)  individuals  (unduplicated) 
who  were  hospitalized  was  156.  The  number 
of  hospital  admissions  for  156  patients  was 
190.  Of  these,  there  were  70  males  and  86 
females;  116  were  white  and  40  were  non- 
white. The  average  length  of  stay  for  those 
patients  who  were  hospitalized  was  18.99  days. 
The  average  age  of  all  MAA  patients  hospital- 
ized was  75.5.  Of  the  156  patients  (in  this 
MAA  group)  who  were  admitted  to  hospitals, 
38  died  during  their  hospital  stay.  The  av- 
erage age  of  those  who  died  was  74.6. 

IN-PATIENT  HOSPITAL  CARE 

Discharge  diagnosis  of  the  disease  or  injury 
for  which  the  person  was  being  cared  for  in 
the  hospital,  using  the  International  Classifica- 
tion Code. 


OAA 

MAA 

Total  Number  of  Persons 

232 

156 

Circulatory  System 

99 

57 

Malignant  Neoplasms 

25 

19 

Fractures  & Dislocations 

16 

26 

Other  Diseases  of  the 

Digestive  System 

11 

14 

Diabetes 

9 

11 

Diseases  of  the  Eye 

8 

9 

Sub-Total 

168 

136 

Other  Diseases 

64 

20 

TOTAL 

232 

156 

The  majority  of  OAA  and 

MAA 

recipients 

who  became  hospital  patients  suffered  from 
more  than  one  disease.  The  figures  presented 
here  reveal  the  diagnosis  on  discharge  for 
which  the  patient  was  treated.  They  neither 
revealed  the  serious  nature  of  the  concurrent 
diseases  which  were  present  nor  the  high 
quality  of  medical-surgical  or  other  forms  of 
health  services  which  were  rendered. 

Many  of  these  patients  have  been  admitted 
several  times  to  different  hospitals  without  any 
restrictions  for  readmission. 

We  believe  that  our  OAA  and  MAA  recipi- 
ents have  been  provided  “with  health  services 
which  meet  the  highest  standards  of  quality 
and  adequacy  as  can  reasonably  be  made 
available  to  others  in  the  community.” 
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The  American  Academy  of  General  Prac- 
tice is  cooperating  with  the  Cancer  Control 
Branch,  Division  of  Chronic  Diseases,  U.S. 
Public  Health  Service,  in  a program  designed 
to  demonstrate  the  recognized  ability  of  the 
general  practitioner  to  practice  effective  pre- 
ventive medicine. 

The  objective  of  this  research  study  are 
two  in  number  as  stated: 

(1)  To  prevent  death  and  disability  from 
cervical  cancer  for  all  patients  under  the  care 
of  general  practitioners  through  the  routine 
use  of  cervical  cytology  in  the  office  of  the 
family  doctor. 

(2)  To  demonstrate  high  five-year  survival 
from  cancer  of  the  cervix  among  females 
who  are  married  or  who  have  been  married, 
and  whose  cancer  is  detected  through  the 
routine  examination  by  the  PAP  smears. 

We  know  that  unmarried  women  are  at  high 
risk  of  cervical  cancer  if  they  have  had  early 
intercourse  or  frequent  intercourse.  These 
unmarried  women  are  included  in  the  study 
at  the  discretion  of  the  general  practitioner. 
Three  pilot  programs  were  instituted  in  Janu- 
ary, February  and  March  of  1965  in  Kansas, 
Oklahoma  and  Delaware.  Now  the  program 
is  starting  in  other  states,  patterned  after  the 
pilot  programs.  Each  new  group  is  usually 
10-15  doctors  working  with  1 to  5 accredited 
cyto-pathologists  responsible  for  the  cyto- 
logical  reports.  These  groups  meet,  work 
out  their  plans  and  procedures  for  follow-ups 
on  suspicions  or  positive  PAP  smears,  and  for 
following  through  on  proven  cases  by  biopsies. 

Special  forms  are  used  in  sending  reports 
to  Public  Health  Service,  where  all  informa- 
tion is  put  on  IBM  cards  for  future  use.  All 
positive  or  suspicious  PAP  smear  reports  are 
then  followed  by  biopsy  reports  and  treat- 
ments of  positive  biopsies.  All  proven  cases 
of  cancer  are  followed  for  5 years. 

Monthly  reports  by  states  will  be  sent  out 
by  Public  Health  Service.  Each  group  start- 
ing will  be  followed  for  one  year  and  since 


new  groups  will  begin  every  month  we  feel 
the  study  will  be  active  at  least  seven  years 
to  cover  all  5-year  reporting  of  positive  can- 
cer reports.  We  are  hopeful  of  obtaining  at 
least  1 million  reports. 

From  January  15  through  July  30th  the 
three  pilot  studies  showed  the  following: 


PILOT  PROGRAM  RESULTS 
TOTAL  PAPS  REPORTED 

5,255 

Cytology:  Suspicious 

70 

Positive 

6 

Biopsy:  CA  in  situ 

7 

CA  invasive 

1 

No  malignancy 

3 

1st  PAP 

1,879 

Cytology:  Suspicious 

33 

Positive 

3 

Biopsy:  In  situ 

5 

Invasive 

0 

No  malignancy 

0 

NOT  1st  PAP 

3,333 

Cytology:  Suspicious 

37 

Positive 

2 

Bipsy:  In  situ 

2 

Invasive 

1 

No  malignancy 

2 

We  know  that  in  1963  only  15%  of  women 
in  the  U.S.  had  had  PAP  screening.  It  is  our 
aim  to  increase  this  number  each  year. 

So  far  about  31%  of  our  reported  PAP’s 
are  the  first  for  the  patient. 

Are  you  reminding  the  patient  and  your- 
self of  the  need  for  yearly  examinations  plus 
PAP  smears? 

(We  aim  for  PAP  smears  to  be  included 
with  a complete  physical  examination.) 

Marjorie  E.  Conrad,  M.D. 

Member  of 

( 1 ) Subcommittee  on  Cervical  Cancer  De- 
tection Project  Environmental  Medicine  Com- 
mission AAGP 

(2)  Delaware — Ad  Hoc  Committee  Chair- 
man 
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William  (Bill)  Kratka,  shown  above  with 
one  of  his  paintings,  which  won  a prize  at  the 
Pennsylvania  Academy  of  0 .&  0.  meeting 
in  1963,  claims  that  his  interest  in  art  dates 
back  to  “age  three  or  four,”  at  which  time 
his  mother  claims  he  sat  for  hours  drawing 
likenesses  of  everything  he  saw.  This  was 
the  only  art  in  which  he  indulged  until  he 
finished  his  formal  education — some  twenty- 
eight  years  later.  Although  the  interest  was 
always  there,  time  and  the  opportunity  did 
not  present  itself  until  he  was  a busy  general 
practitioner  and  felt  the  need  for  “an  escape” 
from  “the  grind.” 

He  learned  his  first  techniques  of  oil  paint- 
ing from  the  art  teacher  of  the  local  high 
school  in  Bridgeton,  New  Jersey.  He  relates 
how  he  had  to  “give  up”  office  hours  on  Satur- 
day nights  (the  first  M.D.  in  town  to  make 
such  a bold  move! ) in  order  to  join  the  class 
of  beginners.  World  War  II  and  his  Ophthal- 
mological  Residency  interfered  with  his  art 
progress  and,  for  years,  he  “didn’t  touch  a 
a brush.” 


In  Wilmington,  he  has  studied  in  classes 
of  various  local  art  teachers,  (Ed  Loper,  Ralph 
Scharf,  Betty  Collier  and  William  Barnett). 
Last  year,  he  drove  to  Philadelphia  every 
week  for  six  months  (after  hours)  in  order 
to  study  at  the  Philadelphia  Academy  of 
Fine  Arts.  He  is  currently  taking  the  Famous 
Artist  School  Home  Study  course  which  he 
is  finding  very  challenging,  since  it  has  intro- 
duced him  to  his  first  water  color  painting. 

Bill  has  had  the  thrill  of  winning  several 
prizes;  one  at  the  local  Art  Center  show  in 
1963,  and  two  at  the  A.M.A.  meeting  in 
Atlantic  City  in  1963,  along  with  the  one 
shown  in  the  above  picture.  Although  he  has 
ha  offers,  he  has  never  sold  a picture.  One 
of  his  “lovelier”  paintings  hangs  in  the  dining 
room  of  the  Academy  of  Medicine. 


Bill’s  other  hobbies  include  piano  playing, 
golf  and  traveling.  He  also  enjoys  trying  to 
“sell”  art,  as  a hobby,  to  bored  friends  and 
patients. 


Zelda  Kratka 


September,  1965 


218 


^clitoriaU 


THE  BUSY  PHYSICIAN  AND  HIS  HOBBY 

Young  man,  get  a hobby; 
preferably  get  two , one  for 
indoors  and  one  for  out; 
get  a pair  of  hobby-horses 
that  can  safely  be  ridden 
in  opposite  directions. 

A.  E.  Newton 

Elsewhere  in  this  issue  is  found  the  first  of 
a series  of  articles  concerning  the  hobbies  of 
our  own  members.  The  series  has  been  long 
in  the  making;  let  us  hope  that  our  members 
support  this  department  by  telling  us  of  their 
own  hobby. 

The  most  common  excuse  used  when  a 
physician  is  asked  to  write  about  his  hobby 
is  that  he  is  too  busy.  Lest  anyone  use  that 
worn  out  excuse  again,  let  us  look  at  one  of 
our  recent  past  presidents,  Dr.  James  E.  Mar- 
vil.  The  fact  that  Dr.  Marvil  is  an  extremely 
busy  physician  will  be  disputed  by  no  one. 
Several  years  ago  as  president  of  our  Society 
he  worked  tirelessly  and  long  hours  for  our 
Society.  During  this  time,  and  before  and 
after,  he  has  worked  energetically  on  behalf 
of  getting  a medical  school  for  Delaware.  We 
might  ask,  “isn’t  this  enough?”. 

In  addition  to  his  above  activities  all  of 
which  are  directly  connected  with  his  pro- 
fession, Dr.  Marvil  finds  time  to  be  an  active 
member,  in  fact,  an  officer,  in  the  Lewes  His- 
torical Society  as  well  as  other  related  or- 
ganizations. 

In  1961,  near  the  height  of  his  Medical 
Society  activities,  he  published  his  first  book 
on  Delaware  History  called  “Sailing  Rams.” 
This  book  of  255  pages  demonstrates  that 
without  a doubt  Dr.  Marvil  has  a hobby  and 
that  this  hobby  is  history.  It  further  shows 
that  despite  his  professional  activities,  he 


put  a tremendous  amount  of  time  and  effort 
into  the  publication  of  this  volume.  This 
work  is,  without  doubt,  an  authoritative  and 
valuable  contribution  in  its  field. 

Dr.  Marvil  has  recently  published  his  second 
book,  “Pilots  of  the  Bay  and  River  Dela- 
ware.” This  book  of  400  pages,  excluding  the 
index,  was  obviously  written  at  a time  when 
he  was  most  active  in  the  affairs  of  our 
Society  as  well  as  those  of  the  proposed  medi- 
cal school.  This  volume  contains  more  than 
100  illustrations,  many  of  them  taken  by  the 
author.  The  illustrations  alone  are  worth 
the  price  of  the  book  and  all  are  of  exception- 
ally excellent  quality. 

The  book  is  a storehouse  of  information 
about  the  Delaware  Bay  and  River  and  the 
pilots  who  are  responsible  for  the  navigation 
of  commercial  ships  on  this  important  water- 
way. While  much  of  the  book  consists  of 
documents,  letters,  and  membership  lists, 
there  still  is  a good  amount  of  anecdotes  and 
interesting  reading. 

Be  that  as  it  may,  this  work  should  put  to 
shame  any  physician  who  states  that  he  is 
too  busy  to  write  a short  aticle  about  his 
hobby. 

The  articles  to  be  published  in  the  current 
series  on  hobbies  will  show  that  our  members 
have  many  various  and  diversified  interests. 
As  recommended  by  Newton  (see  above)  a 
person  should  have  two  hobbies,  one  for  a 
rainy  day  and  one  for  the  wide  open  spaces. 
This  was  stated  so  well  by  Osier  who  wrote: 
“No  man  is  really  happy  or  safe  without  a 
hobby,  and  it  makes  precious  little  difference 
what  the  outside  interest  may  be — botany, 
beetles  or  butterflies,  roses,  tulips  or  irises; 
fishing,  mountaineering  or  antiquities — any- 
thing will  do  so  long  as  he  straddles  a hobby 
and  rides  it  hard.” 
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Clinical  Reports 
On  Drugs  And 
Therapeutics 

Because  toxic,  allergic  and  other  adverse  effects  of  antimicrobial  agents 
is  a matter  of  vital  concern,  The  Medical  Letter  has  attempted  to  bring 
together  the  best  available  information  on  the  subject.  An  article  in  the 
August  issue,  based  on  published  clinical  reports  and  the  judgment  of 
staff  antibiotic  consultants,  includes  a table  listing  the  principal  adverse 
effects  of  the  common  antimicrobial  agents  and  their  frequency.  In- 
dividual copies  of  the  issue  will  be  sent  to  persons  who  request  it  by 
writing  to:  Harold  Aaron,  M.D.,  Editor,  The  Medical  Letter,  305  East 
45th  Street,  New  York  10017. 

Letter  To  . . . 

THE  MEDICAL  SOCIETY  OF  DELAWARE 

I would  like  to  express  my  appreciation  to  the  Scholarship  Committee 
of  the  Medical  Society  of  Delaware  for  the  grant  that  has  been  awarded 
me  for  my  senior  year  at  Jefferson. 

Your  consideration  and  interest  in  me  in  the  past  has  been  of  great 
support  and  encouragement  in  my  studies. 

Please  convey  my  thanks  to  all  the  members  of  the  Medical  Society  of 
Delaware 

Sincerely,  JOHN  W.  TULL 

AMA  Resolution 
Regarding  Blood 
Banking 

A resolution  opposing  payment  for  blood  in  medical  society-sponsored 
insurance  contracts  was  adopted  by  the  AMA’s  House  of  Delegates  at  the 
June  meeting.  It  states,  in  part,  that  transmissions  of  blood  and  blood 
derivatives  are  a service  rather  than  a commodity.  Payment  for  these 
through  insurance  discourages  the  voluntary  replacement  system  and 
encourages  the  purchase  of  blood  of  questionable  quality  from  professional 
donors  and  could  lead  to  commercial  competition. 

Current  Speakers 
On  “Doctors’ 
House  Call” 

Member  speakers  scheduled  for  September  and  October  on  the  Tuesday 
radio  program  (11:05  a.m.  WDEL)  sponsored  by  the  Medical  Society  of 
Delaware  are:  Sept.  14,  Raymond  W.  Hillyard,  Back  Disorders;  Sept.  21, 
William  R.  Duncan,  Use  and  Misuse  of  Community  Emergency  Rooms; 
Sept.  28,  Bayard  R.  Vincent,  Corneal  Transplant;  Oct.  5,  Caleb  H.  Smith, 
Colitis;  Oct.  12,  Stuart  W.  Rose,  Appendicitis;  Oct.  19,  Donald  Schetman, 
Warts;  Oct.  26,  Edward  F.  Gliwa,  Immunization. 

Computer  Systems 
And  Medicine 

An  advanced  mathematical  model  which  enables  an  electronic  computer 
to  simulate  a human  lung  has  been  assembled.  The  new  model  is  built 
around  the  concept  of  three  air  sacs,  or  compartments,  each  with  a 
different  ratio  of  air  flow  to  blood  flow.  It  accurately  matches  data  taken 
from  patients  for  all  three  gases  present  in  the  blood.  The  computer 
will  enable  physicians  to  project  the  patient’s  reaction  to  these  gas  mix- 
tures and  their  effect  on  the  oxygenation  of  his  arterial  blood.  For 
teaching,  a “shunt”  or  “by-pass”  can  be  introduced  to  show  the  effect  of  : 
diseases  which  permit  blood  flow  from  veins  to  arteries  without  absorbing  [ 
the  normal  amount  of  oxygen.  The  joint  study  has  been  conducted  by 
Columbia  University  and  IBM’s  Advanced  Systems  Development  Division. 
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These  studies  are  aimed  at  exploring  the  application  of  computer  systems 
to  some  phases  of  medical  research  and  clinical  practice. 

An  “early  warning  system,”  designed  to  alert  physicians  in  surgery  to 
swift  and  subtle  physiological  changes  in  a patient’s  condition,  is  being 
developed  by  IBM  for  the  Presbyterian  Medical  Center  in  San  Francisco. 
During  patient  monitoring,  data  from  physiological  sensing  devices  will 
be  relayed  to  the  IBM  1800  computer  where  it  will  be  processed  immedi- 
ately. The  resulting  information  will  be  displayed  for  attending  physicians. 

A working  model  of  an  artificial  arm  which  bends  at  the  elbow  and  turns 
its  hand,  was  on  display  at  the  American  Congress  of  Physical  Medicine 
and  Rehabilitation  in  Philadelphia.  The  arm  was  developed  by  Philco 
Corporation’s  Bio-Cybernetics  Laboratory  under  a research  grant  from 
the  US  Vocational  Rehabilitation  Administration.  The  arm  is  moved 
by  applying  electronic  pattern  recognition  techniques  to  biological  electric 
signals  that  are  generated  by  muscles  in  action — called  “myopotentials.” 

General  Motors  has  five  new  devices  on  exhibition  in  their  Futurama 
exhibit  at  the  World’s  Fair  in  New  York  City:  the  mechanical  heart;  a 
sterilizer  which  helps  make  a number  of  vaccines  possible;  a portable 
x-ray  machine  which  requires  no  electricity;  a remotely-controlled  heart 
probe;  an  ultra-sensitive  sound  system  that  picks  up  otherwise  inaudible 
murmers. 

Various  studies  concerned  with  radiation  injury,  workmen’s  compensation 
laws  and  the  correlation  of  radiation  exposure  with  lifetime  health  and 
mortality  experience  show  a need  for  long  term  retention  of  radiation 
exposure  records.  The  Atomic  Energy  Commission  proposes  to  extend 
the  period  of  maintaining  records  of  individual  radiation  exposures  by 
changing  Part  20  of  the  regulations — Standards  for  Protection  Against 
Radiation..  At  the  present  time  records  are  maintained  until  December 
31,  1965,  or  five  years  after  termination  of  employment,  whichever  is 
later.  The  proposed  amendment  would  extend  the  retention  period  until 
December  31,  1970,  or  five  years  after  termination  of  employment,  which- 
ever is  later. 

Meals  on  Wheels  is  a new  service  which  brings  complete  hot  noon  meals 
and  a bag  supper  (Monday  through  Friday)  to  individuals  in  the  Wil- 
mington area  who  are  unable  to  prepare  their  own  food  because  of  a 
temporary  or  permanent  illness  or  disability.  Volunteer  drivers  from 
participating  churches  deliver  these  meals.  The  cost  is  $2.30  per  day 
or  as  much  of  that  cost  as  the  individual  is  able  to  pay.  Call:  the  Council 
of  Churches  office,  OL  5-6151.  They  will  have  someone  visit  the  patient 
and  arrange  for  delivery  of  meals.  All  of  Wilmington  east  of  Union  Street 
is  covered. 

A colorful  panorama  of  paintings,  sculpture,  drawings,  prints,  instruments 
and  medical  materia  from  two  centuries  of  medical  history,  opened  Sept. 
15,  at  the  Philadelphia  Museum  of  Art.  The  exhibition,  which  will 
continue  to  Dec.  7,  marks  the  200th  anniversary  of  medical  education 
in  America. 
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Brief  Briefs 


AMA  Clinical 
Convention 


The  Food  and  Drug  Administration  issued  two  proposals  designed  to 
eliminate  possible  causes  of  illness.  One,  a reduction  in  the  amount  of 
Vitamin  D added  to  food  products,  and  two,  the  pasteurization  of  com- 
mercial egg  products.  Concern  has  been  expressed  that  the  ingestion  of 
excessive  amounts  of  Vitamin  D was  a possible  cause  of  infantile  hyper- 
calcemia. While  there  has  been  no  positive  demonstration  of  a cause  and 
effect  relationship  in  this  instance,  restrictions  on  the  marketing  of  foods 
containing  Vitamin  D were  recommended.  The  proposal  would  permit 
the  continued  addition  of  Vitamin  D to  such  foods  as  milk,  milk  products 
and  infant  formulas  at  a level  of  400  USP  units  per  quart.  The  proposal 
would  deny  authority  for  the  addition  of  Vitamin  D to  standardized 
foods  such  as  enriched  flour,  cornmeal,  rice,  macaroni  products,  bread 
or  margerine. 

Pasteurization  of  commercial  egg  products  was  aimed  at  eliminating  pos- 
sible hazards  to  consumers  from  Salmonella  in  foods  that  contain  eggs, 
including  premixed  and  ready-to-eat  foods  that  the  housewife  uses. 

Members  are  invited  to  attend  the  10th  Annual  Conference  on  Nutritional 
and  Metabolic  Considerations  in  Disease  to  be  held  Monday,  October 
18,  at  the  Philadelphia  County  Medical  Society,  21st  and  Spring  Garden 
Sts.,  Philadelphia,  at  2:30  p.m.  The  main  topic  will  be  Recent  Advances 
in  Obesity.  This  will  be  followed  by  a panel  discussion  and  question 
period. 

• A new  bulletin  issued  by  the  National  Cancer  Institute — (No.  8 in 
their  series  on  cancer  sites)  is  Cancer  of  the  Colon  and  Rectum.  Physi- 
cians are  urged  to  include  sigmoidoscopic  examinations  in  the  annual 
physical  examinations  of  all  persons  over  40  years  of  age.  Single  copies 
are  available  free  from  the  Research  Information  Branch,  National 
Cancer  Institute,  Bethesda,  20014.  Quantities  may  be  purchased  from 
the  Superintendent  of  Documents. 

The  AMA  Clinical  Convention  will  be  held  in  Philadelphia,  November 
28,  1965.  The  scientific  program  will  cover:  ulcerative  colitis,  gram- 
negative bacterial  infections,  a medical-surgical  review  of  cardiovascular 
surgery,  drug  therapy  in  rheumatology,  cancer  chemotherapy  and  pre- 
ventive surgery.  Clinical  workshops  for  diabetes,  examination  of  the 
heart,  management  of  common  eye  problems  and  a new  postgraduate 
course  in  cardiovascular  therapeutics  will  be  open.  The  Conference  on 
Medical  Aspects  of  Sports  will  be  held  the  first  day  of  the  meeting  in  the 
Benjamin  Franklin  Hotel.  Six  programs  in  color  television  followed  by 
discussions  will  cover:  lymphocytes,  cellular  immunities  and  tissue  trans- 
plantation, renal  hypertension,  pulmonary  resection,  pulmonary  function 
studies,  surgical  and  medical  aspects  of  thyroid  diseases. 

Medical  Staff  in  Action — 1965,  the  Utilization  Committee  is  the  theme 
of  the  AMA’s  seventh  annual  Conference  on  Medical  Services  to  be  held 
Saturday,  November  27  in  Philadelphia.  The  objective  of  the  meeting 
is  to  bring  together  recognized  authorities  from  medicine,  hospital  ad- 
ministration and  other  health  agencies  in  order  to  explore  the  purpose, 
philosophy,  modes  of  operation  and  value  of  medical  staff  utilization 
committees.  These  experts  will  review  the  success  of  present  programs 
and  will  look  at  the  developing  needs  and  demands. 
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HEALTH  EXAMINATION  SURVEY  OF  CHILDREN, 
Ages  6-11  Years 


• This  is  Cycle  II  of  the  National  Health  Survey. 
Cycle  I was  held  in  Wilmington  last  year  and 
dealt  with  adults.  Cycle  III  will  deal  with  adoles- 
cents and  will  again  use  Sussex  and  Worcester 
Counties  as  sample  population. 


The  Public  Health  Service’s  Health  Exami- 
nation Survey,  authorized  by  Congress  in 
1956,  will  visit  Sussex  County  in  Delaware 
and  Worcester  County  in  Maryland  to  ex- 
amine a sample  of  the  child  population  (ages 
6 through  11  years).  The  examinations  will 
be  given  over  a 4-week  period  beginning  Oc- 
tober 25. 

The  survey  is  part  of  a nationwide  sampling 
study  of  children. 

The  children  to  be  examined  will  be  chosen 
by  a scientific  sampling  process  from  the  6- 
through-1 1-year  population  throughout  the 
two  counties.  Approximately  200  children 
will  be  selected  in  the  sample. 

Examinations  will  be  given  in  the  Health 
Survey’s  mobile  examination  center,  which 
will  be  set  up  at  a convenient  site. 

The  purpose  of  the  survey  is  to  collect  on 
a uniform  basis  statistical  information  on 
various  aspects  of  children’s  health  and  to 
obtain  data  on  certain  physical  and  physio- 
logical measurements  of  these  children,  re- 
lating to  growth  and  development. 

The  process  will  include  a specially  designed 
limited  examination  by  a pediatrician  to  de- 
tect neuromuscular  and  joint  conditions,  and 
heart  disease;  a dental  examination  by  a den- 


tist; a test  of  visual  acuity  and  color  vision; 
an  audiometric  test  performed  in  a soundproof 
room;  an  x-ray  of  the  wrist  for  bone  age; 
an  x-ray  of  the  chest  for  cardiovascular  ab- 
normalities; a 10-lead  electrocardiogram;  a 
test  of  vital  capacity,  using  a spirometer;  an 
exercise  tolerance  test  under  a measured  work- 
load, using  a bicycle  ergometer;  a grip-strength 
test;  and  recordings  of  height,  weight,  skin- 
fold thickness  and  various  other  anthropo- 
metric measurements;  and  a series  of  psycho- 
metric tests  administered  by  a psychologist. 

The  Health  Examination  Survey  is  designed 
to  collect  data  primarily  on  growth  and  de- 
velopment. The  survey  is  not  intended  as  a 
screening  procedure;  referral  for  diagnosis  is 
not  made.  The  fact  that  the  examination  is 
not  complete  and  is  not  a substitute  for  a 
visit  to  one’s  own  physician  and  dentist  is 
stressed  with  the  parents  of  each  child 
examined.  A report  of  findings  will  be  sent 
to  the  child’s  physician  and  dentist  when  the 
parent  requests  that  this  be  done. 

The  examining  physicians  will  be  fellows  or 
senior  residents  in  pediatrics  working  tempor- 
arily with  the  Public  Health  Service.  Other 
members  of  the  team  will  include  nurses,  a 
dentist,  two  psychologists,  and  x-ray  and 
other  technicians  regularly  on  the  PHS  staff. 


HEALTH  AND  SAFETY  ENCLOSURES  NOW  AVAILABLE 

In  a series  of  10,  small  pocket  size  mail  enclosures  are  now  available  from  the 
AMA.  These  “Timely  Tips  on  Health  and  Safety”  are  attractive,  briefly  pre- 
sented and  cover  a variety  of  subjects.  Single  copies  are  free;  100  for  10  cents; 
1000  copies  for  50  cents. 
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REPORT  OF  THE  42nd  ANNUAL  CONVENTION 
Woman’s  Auxiliary  to  the  American  Medical 
Association 

More  than  1,100  members  and  500  chil- 
dren attended  the  annual  convention  held  at 
the  New  York  Americana  Hotel,  June  20-24. 
Mrs.  William  H.  Evans,  Youngstown,  Ohio, 
President,  conducted  the  convention  sessions, 
which  included: 

I.  Amendment  of  the  By-Laws.  The  Board 
shall  now  consist  of  the  elected  officers,  im- 
mediate past  president  and  the  finance  secre- 
tary, historian  and  chairman  of  the  Committee 
on  By-Laws.  The  latter  three  will  serve  as 
ex-officio,  non-voting  members. 

II.  Presentation  of  $320,121.87 — the  Aux- 
iliary’s annual  contribution,  to  the  AMAERF. 
Six  state  auxiliaries  received  awards  of  merit 
for  raising  the  largest  amount  in  their  mem- 
bership categories.  They  were:  Nevada,  Mary- 
land, Tennessee,  Louisiana,  Indiana,  and  Cali- 
fornia. 

III.  A National  Safety  Council  Award  of 
Honor  to  the  Woman’s  Auxiliary  to  the  Ari- 
zona Medical  Association  for  its  GEMS  pro- 
gram. This  is  the  first  time  that  this  award 
has  been  presented  to  the  same  program  for 
the  third  time. 

IV.  Presentation  of  the  Health  Mobiliza- 
tion Award  to  the  Kitsap  County,  Wash., 
Auxiliary.  Runner-up  was  Tarrant  County, 
Texas,  and  honorable  mention  went  to  Sebas- 
tian County,  Ark.,  Napa  County,  Calif.,  and 
New  Castle  County,  Delaware. 

V.  A citation  for  “exceptional  service  to 
the  nation’s  handicapped”  to  the  AMA  Aux- 
iliary from  the  President’s  Committee  on  Em- 
ployment of  the  Handicapped.  Committee 
Chairman,  Harold  Russell  also  presented  a 
citation  to  the  Dade  County,  Fla.,  Auxiliary 
for  its  outstanding  contributions  in  this  area. 

VI.  A panel  on  Cost  of  Illness — What’s 
That?,  in  which  Auxiliary  members  presented 
a breakdown  on  the  various  aspects  of  health 
care  costs. 

VI.  A warning  against  federal  government 
control  by  Rep.  Catherine  May  (R-Wash.), 
who  spoke  at  the  Monday  luncheon  honoring 


representatives  of  national  voluntary  women’s 
organizations. 

In  her  inaugural  address  Wednesday,  June 
23,  Mrs.  Richard  A.  Sutter,  St.  Louis,  Mo., 
1965-66  Auxiliary  president,  urged  doctors’ 
wives  to  participate  in  action  programs  on 
public  problems. 

Other  officers  installed  were:  Mrs.  Asher 
Yaguda,  N.J.,  President-elect;  Mrs.  C.  C. 
Long,  Ark.,  first  vice  president;  and  Mrs.  Rob- 
ert Beckley,  Pa.;  Mrs.  Erie  E.  Wilkinson, 
Tenn.;  Mrs.  Willard  Scrivner,  111.,  and  Mrs. 
Clare  Johnson,  Ariz.,  regional  vice  presidents. 
Mrs.  E.  R.  S.  Fox,  Ind.,  was  named  constitu- 
tional secretary,  and  Mrs.  Howard  Liljestrand, 
Hawaii,  was  elected  treasurer.  New  directors 
are  Mrs.  William  Stone,  Md.;  Mrs.  Paul  Rau- 
schenback,  N.J.,  and  Mrs.  Karl  Ritter,  Ohio. 

On  Sunday,  Mrs.  Evans  and  Mrs.  Sutter 
were  guests  of  honor  at  tea  and  a fashion 
show.  The  show,  courtesy  of  Coty,  a division 
of  Pfizer  Laboratories,  featured  commentary 
by  Miss  Eleanor  Lamber,  director  of  the  “Ten 
Best  Dressed  American  Women  Awards.”  At 
the  Monday  luncheon,  TWA  presented  a 
showing  of  foreign  costumes.  Auxiliary  past 
presidents,  AMA  officers,  trustees  and  their 
wives  were  guests  of  honor  at  the  Tuesday 
luncheon  at  which  AMA  President  Donovan 
Ward,  M.D.,  was  the  featured  speaker. 

Other  convention  features  included: 

★ Reports  on  rural  health,  safety,  health 
careers,  international  health  activities  and 
disaster  preparedness. 

★ A discussion,  Mental  Health  is  Euerey- 
body’s  Business,  by  Dana  L.  Farnsworth, 
M.D.,  director,  University  Health  Services, 
Harvard  University  and  member,  AMA  Coun- 
cil on  Mental  Health. 

★ A report  and  special  film  on  the  AMA 
Institute  for  Bio-Medical  Research. 

★ Reports  from  each  state  president,  empha- 
sizing the  outstanding  project  in  her  state  for 
the  year. 

★ A round-up  report  on  activities  of  the 
AMA  House  of  Delegates  by  Dr.  Ernest  B. 
Howard,  AMA  assistant  executive  vice  presi- 
dent. 
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FIBROMYXOMA  OF  THE  STOMACH 


• Fibromyxoma  of  the  stomach  is  an  unusual 
lesion  which  may  be  of  great  clinical  import  due 
to  its  tendency  towards  ulceration  and  hemor- 
rhage. The  purpose  of  this  presentation  is  to 
report  two  additional  cases  as  well  as  to  review 
briefly  six  previously  reported  cases. 


Arlyne  T.  Shockman.  M.D. 
Joseph  H.  Rosen,  M.D. 


Case  No.  1 

This  73  year  old  white  woman  was  ad- 
mitted on  10-14-62  with  a chief  complaint  of 
mental  confusion  for  three  days,  one  month 
prior  to  admission.  The  patient  had  developed 
poor  appetite,  fatigue  and  weakness  associ- 
ated with  multiple  bouts  of  diarrhea.  Two 
days  prior  to  admission  she  noted  nausea, 
vomiting  and  burning  sensations  in  the  epi- 
gastrium. There  was  no  history  of  melena. 
Physical  examination  was  not  remarkable. 
The  only  positive  finding  was  slight  epigastric 
tenderness.  The  patient  was  lethargic,  con- 
fused and  disoriented.  The  hemoglobin  was 
2.9  grams  percent.  Gastric  aspiration  re- 
vealed 200  cc.  of  dark,  sticky  material  which 
was  Hematest  positive  and  contained  54  units 
of  free  acid.  An  upper  G.I.  Series  revealed  a 
large  filling  defect  in  the  gastric  antrum  on 
the  greater  curvature  side  (Fig.  1).  This 
mass  was  round  and  smooth  in  outline,  having 
the  appearance  of  an  intramural  extramucosal 
lesion.  At  laparotomy,  a large  sessile  soft 

Dr.  Shockman  is  Chief  Radiology  Service,  Veterans  Administration 
Hospital.  Philadelphia;  Dr.  Rosen  was  formerly  with  the  Radiology 
Service,  Philadelphia  General  Hospital. 


mass  was  palpated  in  the  distal  end  of  the 
stomach,  approximately  1 cm.  proximal  to 
the  pyloric  ring.  A hemigastrectomy  was  per- 
formed. The  resected  specimen  revealed  a 
mass  which  measured  7x7x5  cms.  The  over- 
lying  mucosa  contained  irregular  grey  plaques 
with  a suggestion  of  small  areas  of  ulceration. 
Histologic  examination  revealed  the  tumor 
to  be  composed  of  loose  fibrous  tissue  inter- 
spersed with  abundant  mucoid  material. 
Special  stains  failed  to  show  any  significant 
smooth  muscle  component  to  the  tumor. 
The  histologic  diagnosis  was  fibromyxoma  of 
the  stomach.  Postoperatively,  the  patient 
developed  pseudo-membraneous  enterocolitis 
which  was  treated  successfully.  She  was  dis- 
charged from  the  hospital  with  a hemoglobin 
of  10.7  grams  percent  and  was  in  good  health 
when  seen  in  the  follow-up  clinic  one  month 
later. 

Case  No.  2 

This  45  year  old  Negro  man  had  developed 
dull  right  upper  quadrant  pain  six  weeks  prior 
to  admission.  The  pain  was  worse  at  night, 
aggravated  by  greasy  or  spicy  foods,  and  not 
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Fibromyxoma  of  the  Stomach — Shockman 


Figure  1.  Intramural  extramucosal  mass  in  gastric 
antrum.  Case  1. 


relieved  by  milk  or  alkali.  There  was  no 
hematemesis,  nausea,  vomiting  or  melena. 
The  patient  had  had  a myocardial  infarct  with 
subsequent  angina.  Physical  examination  was 
essentially  normal.  The  complete  blood  count 
was  normal.  Gastric  analysis  revealed  a 


Figure  2.  Two  spot  films  demonstrating  classical 
intramural  extramucosal  mass.  Note  normal 
mucosal  folds  in  the  area  of  mass.  Case  2. 


normal  acid  level  and  a small  amount  of 
grossly  visible  blood  in  the  aspirate.  On  upper 
G.I.  Series  an  intramural,  extramucosal  mass 
on  the  greater  curvature  aspect  of  the  antrum 
was  noted  (Fig.  2).  At  surgical  exploration 
an  irregular,  firm  mass,  rubbery  in  consistency, 
measuring  approximately  3x2. 5x1  cm.  was 
found.  Following  gastric  resection,  histologic 
examination  revealed  the  tumor  to  be  com- 
posed of  multilobulated,  somewhat  cystic 
areas  separated  by  varying  amounts  of  fibrous 
connective  tissue.  Stains  for  collagen  and 
mucin  were  positive.  The  histologic  diagnosis 
was  fibromyxoma  of  the  stomach.  The  pa- 
tient had  an  uneventful  postoperative  course. 

Review  of  the  six  previously  reported  cases 
of  gastric  fibromyxoma,  plus  our  two,  revealed 
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no  significant  predilection  for  sex  and  a wide 
age  range  (27  to  73  years)  (Table  1).  The 
most  common  presenting  symptom  was  dy- 
spepsia which  may  be  due  to  disturbance  of 
the  muscularis  propria.  Several  of  the  pa- 
tients had  severe  microcytic  hypochromic 
anemia  secondary  to  gross  or  microscopic  ul- 
ceration. The  lesions  were  situated  most  com- 
monly along  the  greater  curvature  of  the 
antrum  although  two  were  located  in  the  lesser 
curvature,  one  of  the  antrum  and  one  of  the 
pars  media.  The  tumors  ranged  from  3 to 
8 cms.  in  diameter  and  most  were  rounded 
in  configuration.  No  pathologic  examination, 
all  but  one  were  found  in  the  submucous 
layer,  the  exception  being  located  in  the  sub- 
serous  layer.  Several  of  the  lesions  revealed 
ulceration  of  the  mucosa. 

The  roentgen  findings  of  fibromyxoma  of 
the  stomach  are  those  of  an  intramural  extra- 
mucosal  mass  which  may  or  may  not  be  ul- 
cerated. The  lesions  therefore  present  a 
smooth  surface  with  normal  or  obliterated  mu- 
cosal folds  rather  than  abnormal  folds.  When 
an  ulcer  is  radiologically  demonstrable,  it  is 
usually  as  deep  as  it  is  wide,  smooth,  and 
irregularly  placed.  There  is  no  tendency  to- 
wards spasm  or  incisura  formation.1  Be- 
cause of  the  location  of  most  of  the  fibro- 
myxomas  the  external  contour  usually  can  not 
be  identified.  The  differentiation  from  a 
purely  extrinsic  lesion  is  based  on  the  abrupt 
angle  at  the  junction  of  the  mass  with  the 
uninvolved  area  of  the  stomach.2  Thus  one 
could  not  exclude  an  extrinsic  mass  which  has 
invaded  the  gastric  wall  but  has  not  yet  in- 
volved the  mucosa.  Mucosal  lesions  ordinarily 
have  a grossly  irregular  surface.  Ulceration 
when  present  in  a malignant  neoplasm,  is 
usually  centrally  placed.  The  surrounding 


folds  are  often  abnormal  and  the  gastric  wall 
loses  its  pliability. 

Probably  about  30%  of  all  intramural  ex- 
tramucosal  lesions  will  have  a demonstrable 
ulcer  on  roentgen  examination,  while  a like 
number  will  have  microscopic  evidence  of  ul- 
ceration. In  five  of  the  eight  cases  being  re- 
viewed there  was  evidence  of  significant  blood 
loss.  In  Sohler’s1  review  of  24  patients  with 
intramural  extramucosal  lesions,  16  demon- 
strated significant  bleeding.  Consequently 
bleeding  probably  occurs  in  60%  of  all  intra- 
mural extramucosal  tumors  and  is  of  no  help 
in  differentiating  one  histologic  type  from 
another. 

The  two  most  common  intramural  extra- 
mucosal lesions  to  be  differentiated  from  fibro- 
myxoma are  aberrant  pancreatic  tissue  and 
leiomyo(sarc)oma.  Aberrant  pancreatic  tis- 
sue will  produce  a smiliar  gross  appearance 
to  that  of  fibromyxoma  but  is  usually  much 
smaller  in  size.  A grossly  demonstrable  cen- 
tral orifice  with  duct  when  present  is  a diag- 
nostic finding.3  There  is  probably  no  way  in 
which  fibromyxoma  can  be  differentiated  from 
a leiomyoma  grossly,  but  a lesion  in  the  pars 
media  is  more  likely  the  latter.  The  size, 
location  and  presence  of  ulceration  are  com- 
parable in  these  two  lesions. 

Summary 

Two  cases  of  fibromyxoma  of  the  stomach 
are  reported  bringing  the  total  in  the  litera- 
ture to  eight.  The  distinguishing  character- 
istics of  this  lesion  are  those  of  an  intramural 
extramucosal  mass,  which  may  be  ulcerated 
and  is  usually  located  in  the  greater  curvature 
aspect  of  the  antrum. 

References  will  be  supplied  by  the  Journal  on  request. 


CLINICAL  CENTER  STUDY  OF  HODGKINS  DISEASE  AND  LYMPHOSARCOMA 

A study  of  these  diseases  is  being  conducted  by  the  National  Cancer  Institute.  Pa- 
tients are  desired  who  have  had  no  previous  treatment  or  minimal  prior  treatment. 
All  clinical  stages  of  biopsy-proven  disease  are  acceptable.  The  major  purpose  of 
the  study  is  to  determine  the  curative  potential  of  intensive  radiotherapy  in  localized 
cases  and  to  evaluate  combination  chemotherapy  in  patients  with  generalized  involve- 
ment. Interested  physicians  contact:  Paul  P.  Carbone,  M.D.,  The  Clinical  Center, 
Building  10 — Room  12N-228,  Bethesda,  Md. 
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• Liver  diseases  are  increasing  in  both  frequency 
and  importance.  Cirrhosis  of  the  liver  now  ranks 
eighth  as  a cause  of  death  in  this  country.  Hepatic 
coma,  seen  in  the  course  of  many  cases  of  severe 
acute  and  chronic  liver  disease,  is  often  the 
terminal  event  in  fatal  cases.  This  report  reviews 
the  clinical  features,  pathology,  pathogenesis  and 
therapy  of  this  important  syndrome. 


Ralph  Myerson,  M.D. 


Many  patients  with  severe  acute  and 
chronic  liver  disease  develop  a syndrome 
usually  referred  to  as  “hepatic  coma.”  In 
many  instances  it  is  the  terminal  episode  of 
the  disease.  The  term  is  a poor  one  since 
the  syndrome  may  occur  without  loss  of  con- 
sciousness and  may  develop  as  a result  of 
some  extra-hepatic  factor  without  any  evi- 
dence of  deterioration  in  liver  function.  This 
is  particularly  true  of  chronic  hepatic  disease 
especially  Laennec’s  cirrhosis  and  most  of  the 
observations  and  investigations  on  hepatic 
coma  have  been  carried  out  in  cirrhotic  pa- 
tients. This  is  chiefly  because  of  the  ready 
availability  of  patient  material  and  also  be- 
cause the  relatively  static  nature  of  cirrhosis 
allows  time  for  study.  The  disorder  is  one 
of  increasing  importance.  In  the  last  12 
years  we  have  observed  over  1500  cases  of 
Laennec’s  cirrhosis  and  about  200  patients  in 
hepatic  coma. 

Clinical  Features 

Two  prerequisites  are  necessary  for  the 
diagnosis  of  hepatic  coma.  I have  already 
referred  to  severe  acute  and  chronic  hepatic 
disease  and  this  may  be  of  any  type.  The 
second  component  is  the  presence  of  some 
psychiatric  and/or  neurologic  disturbance. 
These  include  aberrations  in  mentation,  dis- 
orders of  consciousness,  alterations  in  motor 

Dr.  Myerson  is  Assistant  Chief,  Medical  Service  and  Associate 
Chief  of  Staff,  Veterans  Administration  Hospital;  Clinical  Professor 
of  Medicine,  Woman’s  Medical  College,  Philadelphia,  Pa. 


From  the  Medical  Service,  Veterans  Administration  Hospital,  Phila- 
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function  and  electroencephalographic  changes. 
Generally  speaking,  the  type  of  liver  disease 
has  little  influence  on  the  cerebral  manifesta- 
tions of  hepatic  coma. 

The  neuropsvchiatric  abnormalities  are  far 
from  pathognomonic,  but  certain  features 
should  be  stressed.  The  patient  with  hepatic 
coma  is  usually  torpid,  quiet  and  apathetic. 
Agitation  and  an  active  hallucinatory  state 
may  occasionally  occur,  especially  in  coma 
due  to  acute  liver  disease,  but  is  much  more 
common  in  the  acute  alcoholic  syndromes  and 
usually  affords  a useful  differentiating  feature. 
In  the  early  stages  of  hepatic  coma,  some- 
times referred  to  as  precoma,  the  mental 
aberrations  may  be  quite  subtle  and  notice- 
able only  to  friends  or  family  and  detectable 
only  by  careful  testing. 

It  has  been  my  experience  that  focal  neuro- 
logic signs  and  convulsions  are  relatively  un- 
common. Their  presence  demands  a careful 
search  for  some  other  neurologic  disorder, 
especially  subdural  hematoma,  a fairly  com- 
mon accompaniment  of  Laennec’s  cirrhosis. 

Perhaps  the  most  diagnostic  sign  in  hepatic 
coma  is  the  disorder  in  motor  function  known 
as  the  “liver  flap”  or  asterixis.  It  has  been 
rarely  described  in  a variety  of  other  condi- 
tions. It  is  basically  due  to  inability  to 
maintain  a posture,  and  thus  may  be  absent 
at  rest.  It  is  best  demonstrated  by  having 
the  patient  hold  his  arms  outstretched  with 
the  wrists  dorsiflexed.  In  this  position  the 
tremor  is  seen  as  a gross,  irregular  movement 
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involving  primarily  the  metacarpophalangeal 
joints  and  the  wrists.  An  abductor-adductor 
motion  of  the  fifth  finger  may  accompany  or 
precede  the  flap.  The  liver  flap  may  be 
elicited  in  other  parts  of  the  body  such  as 
the  head,  tongue  and  feet. 

In  hepatic  coma  the  encephalographic 
(EEG)  changes  are  fairly  characteristic 
but  are  rarely,  if  ever,  necessary  for 
diagnostic  purposes.  They  may  develop  or 
disappear  with  surprising  speed.  As  one 
monitors  a patient  lapsing  into  hepatic  coma 
with  an  EEG,  the  initial  changes  usually 
occur  over  the  frontal  lobes  and  appear  as 
bursts  of  bilateral,  symmetrical,  slow  delta 
wave  activity.  As  the  disorder  becomes  more 
profound,  the  slow  wave  activity  spreads  to 
involve  all  cortical  areas  and  becomes  per- 
sistent throughout  the  entire  record. 

The  pattern  of  the  neuropsychiatric  ab- 
normality of  hepatic  coma  varies  considerably 
from  one  patient  to  another,  but  a given 
patient  tends  to  exhibit  the  same  pattern 
when  recurrences  occur. 

Pathology 

Many  pathologic  changes  have  been  de- 
scribed in  the  nervous  system  of  patients  with 
hepatic  coma.  The  most  characteristic  changes 
are  those  of  increases  in  size  and  number  of 
protoplasmic  astrocytes,  well  described  by 
Foley  and  Adams  about  12  years  ago.  These 
changes  are  seen  throughout  the  brain  but 
are  especially  noticeable  in  the  basal  ganglia. 
They  are  not  pathognomonic  and  are  seen  in 
other  cerebral  states,  but  are  sufficiently  sug- 
gestive so  that  the  neuropathologist  can  sus- 
pect the  diagnosis.  Similar  histologic  changes 
have  been  produced  in  the  brains  of  rats  who 
have  been  made  cirrhotic  by  carbon  tetra- 
chloride or  by  cirrhotogenic  diets.  It  is 
interesting  that  some  recent  neurophysio- 
logical studies  indicate  that  the  astrocytes 
may  play  an  important  role  in  the  transport 
of  metabolites  or  nutrients  in  the  central 
nervous  system.  Therefore,  abnormalities  in 
these  cells  may  play  a role  in  the  pathogenesis 
of  hepatic  coma. 

In  other  experiments  a syndrome  resem- 
bling hepatic  coma  both  from  the  clinical  and 


electroencephalographic  standpoint  has  been 
produced  in  dogs  by  damage  to  a portion  of 
the  reticular  system  of  the  brain  specifically 
that  around  the  tegmentum  of  the  brain  stem. 
This  system  is  composed  of  loosely  arranged 
neurons  and  has  connections  with  all  portions 
of  the  cerebral  cortex.  Some  neurophysi- 
ologists feel  that  this  area  constitutes  the 
prime  center  of  conscious  awareness  and  that 
it  exerts  control  over  the  cerebral  cortex. 
More  study  is  necessary  in  this  field. 

Pathogenesis 

Much  attention  has  been  focused  on  the 
biochemical  pathogenesis  of  hepatic  coma,  and 
ammonia  continues  to  be  the  center  of  at- 
traction. It  does  seem  well  established  that 
many,  in  fact  most  cases  of  hepatic  coma,  are 
associated  with  increased  arterial  blood  levels 
of  ammonia. 

There  is  evidence  to  support  the  concept 
that  ammonia  disrupts  the  Krebs  cycle  and 
interferes  with  cerebral  metabolism  by  com- 
bining with  alpha  ketoglutaric  acid  to  form 
glutamic  acid,  and  with  glutamic  acid  to  form 
glutamine.  Experiments  with  N15  labeled 
ammonia  confirm  the  fact  that  glutamine  syn- 
thesis is  the  ultimate  fate  of  most  ammonia 
in  the  body.  High  glutamine  levels  have  been 
observed  in  the  cerebrospinal  fluid  of  patients 
in  hepatic  coma  and  a decreased  brain  content 
of  alpha  ketoglutarate  has  been  reported.  On 
the  other  hand  increases  in  both  serum  and 
cerebrospinal  fluid  alpha  ketoglutarate  have 
also  been  noted. 

Considerable  debate  also  exists  whether 
ammonia  itself  is  the  toxic  agent  which  pro- 
duces the  syndrome  of  hepatic  coma  in  some 
cases.  Certainly  all  of  the  manifestations  of 
hepatic  coma  can  be  reproduced  by  the  ad- 
ministration of  ammonium  salts  to  a patient 
with  liver  disease.  On  the  other  hand,  there 
is  at  present  no  evidence  that  high  concen- 
trations of  ammonia  disturb  the  patient  who 
has  a normal  liver  and  brain.  The  evidence 
suggests  that  some  factor  other  than  ammonia 
must  also  be  involved,  and  an  active  search 
for  this  additional  factor  continues.  Enzyme 
deficiencies,  decreases  in  enzyme  activators 
and  other  changes  have  been  postulated,  but 
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none  have  been  proved.  There  are  some 
factors  worthy  of  special  mention,  however. 

The  synthesis  of  acetylcholine  is  decreased 
in  the  presence  of  increased  ammonia.  Glu- 
tamic acid  is  apparently  essential  for  the 
formation  of  acetylcholine.  It  has  been 
theorized  that  the  conversion  of  glutamic 
acid  to  glutamine  by  ammonia  might  deprive 
the  brain  of  acetylcholine  and  produce  a state 
of  biochemical  decerebration. 

The  presence  of  alkalosis  appears  to  in- 
crease the  toxicity  of  ammonium  salts  in  ani- 
mals. Alkalosis  is  a fairly  frequent  finding  in 
the  cirrhotic  patient.  A combination  of  in- 
creased pH  and  low  CCb  was  found  in  37  of 
57  compensated  cirrhotics  in  our  hospital. 
The  alkalosis  appears  to  be  a respiratory 
alkalosis  but  its  exact  pathogensis  is  not  clear. 
Hyperventilation  due  to  stimulation  of  the 
respiratory  center  by  ammonia  or  some  other 
product  has  been  postulated.  The  degree  of 
arterial  unsaturation  noticed  in  some  cirrho- 
tics, at  times  secondary  to  portal-pulmonary 
venous  shunts,  has  been  mentioned  as  a pos- 
sible respiratory  stimulant.  Anoxia  of  cir- 
rhotic patients  is  rarely  extreme.  At  any 
rate,  as  the  blood  pH  rises,  the  passage  of 
ammonia  and  ammonium  salts  across  the 
blood  brain  barrier  is  enhanced,  and  it  has 
been  postulated  that  this  is  a mechanism  that 
may  produce  hepatic  coma.  In  a small  num- 
ber of  hepatic  coma  patients  treated  with 
acidifying  infusions,  no  clinical  benefit  was 
noted  although  there  was  a drop  in  blood 
ammonia  levels. 

5-hydroxytryptamine  or  serotonin  is  known 
to  play  an  important  role  in  cerebral  metabo- 
lism and  some  investigators  have  reported  a 
decrease  excretion  of  5 HIAA  in  the  presence 
of  liver  disease.  It  has  been  postulated  that 
severe  liver  disease  may  affect  the  production 
of  5 hydroxytryptophan,  a precursor  of  sero- 
tonin, from  tryptophan.  It  has  been  reported 
that  the  administration  of  5-hydroxytrypto- 
phan  to  patients  in  hepatic  coma  has  reverted 
abnormal  electroencephalograms  to  normal. 
However,  the  clinical  manifestations  of  he- 
patic coma  were  said  to  be  unchanged.  A 
search  for  amines  other  than  ammonia  has 


been  made  but  no  abnormal  levels  have  been 
consistently  found. 

Hypokalemia  is  an  extremely  important 
factor  and  the  role  of  potassium  in  the  eti- 
ology and  therapy  of  hepatic  coma  will  be 
discussed  later. 

It  appears  certain  that  hepatic  coma  is  a 
syndrome  of  diverse  etiologies.  Dr.  Sheila 
Sherlock  has  said  that  one  should  not  speak 
of  hepatic  coma  but  rather  of  the  hepatic 
comas.  In  this  way  she  has  emphasized  that 
many  apparently  unrelated  factors  and  clini- 
cal or  metabolic  derangements  will  produce 
what  seems  to  be  the  same  syndrome.  It  may 
never  be  possible  to  find  a common  sequence 
for  the  many  diverse  situations  which  produce 
the  syndrome. 

From  a clinical  standpoint  we  have  found 
both  convenient  and  helpful  to  classify  hepatic 
coma  from  a pathogenetic  standpoint  into 
endogenous  and  exogenous  types. 

Endogenous  or  spontaneous  coma  refers  to 
that  type  where  no  apparent  precipitating 
factor  is  known  and  where  the  syndrome  ap- 
pears to  have  developed  as  a result  of  pro- 
gression of  the  underlying  hepatic  disease. 
In  endogenous  coma,  blood  ammonia  values 
tend  to  be  normal.  Management  is  more 
difficult  and  response  to  therapy  and  the  prog- 
nosis much  less  favorable. 

It  is  well  known  that  many  factors  can 
precipitate  hepatic  coma.  The  pathogenesis 
of  some  of  these  is  clearly  related  to  ammonia 
metabolism.  It  should  be  remembered,  how- 
ever, that  the  blood  ammonia  level  represents 
a balance  between  ammonia  production  from 
the  intestinal  contents,  removal  of  the  am- 
monia by  the  liver,  ammonia  uptake  and  re- 
lease from  peripheral  tissues,  and  ammonia 
production  by  the  kidneys.  Changes  in  any 
of  these  mechanisms  may  alter  the  blood  am- 
monia level. 

It  will  be  noted  that  in  the  vast  majority 
of  instances  the  source  of  excess  nitrogenous 
material  is  the  gastrointestinal  tract.  This  is 
usually  secondary  to  gastrointestinal  hemor- 
rhage, a physiological  event  analogous  to  the 
administration  of  a high  protein  diet.  A fall 
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in  hepatic  blood  flow  and  depression  of  liver 
function  secondary  to  hemorrhage  may  be 
additional  factors.  The  appearance  of  hepatic 
coma  or  an  increase  in  the  arterial  blood 
ammonia  may  be  the  first  clue  to  the  presence 
of  gastrointestinal  hemorrhage.  In  the  pres- 
ence of  hepatic  coma  occurring  without  ap- 
parent cause,  gastrointestinal  hemorrhage 
should  be  suspected.  Aspiration  of  the  stomach 
with  a Levine  tube  and  repeated  stool  examin- 
ations for  blood  are  indicated. 

Table  1 lists  the  types  of  coma  experienced 
in  146  cases — all  secondary  to  cirrhosis  of  the 
liver. 

TABLE  1 

Precipitating  Factors  in  146  Patients  with 
Hepatic  Coma  Due  to  Cirrhosis  of  the  Liver 


Endogenous  31 

Exogenous  115 

Gastrointestinal  Hemorrhage  (55) 
Protein  Intolerance  (12) 

Drugs  ( 7) 

Hypokalemia  (27) 

Infection  ( 7) 

Surgery  ( 7) 


Excess  dietary  protein  may  be  a cause  of 
hepatic  coma,  a phenomenon  usually  desig- 
nated as  protein  intoxication.  This  is  fre- 
quently a problem  following  portocaval  shunt 
where  blood  draining  the  G-I  tract  bypasses 
the  liver. 

From  a historical  standpoint,  protein  in- 
toxication has  been  recognized  literally  for 
centuries.  An  interesting  note  of  it  was  made 
in  Shakespeare’s  12th  Night  (Act  1,  Scene 
111): 

Sir  Andrew.  ...  I am  a greater  eater  of 
beef,  and  I believe  that  it  does  harm  to  my 
wit. 

Sir  Toby:  No  question 

In  addition  to  oral  nitrogenous  substances, 
the  use  of  intravenous  nitrogen-containing 
solutions  may  also  precipitate  hepatic  coma. 

The  carbonic  anhydrase  inhibitors  such  as 
acetazolamide  may  produce  a rise  in  blood 


ammonia  and  occasionally  precipitate  coma. 
The  mechanism  here  is  apparently  an  increase 
in  the  ammonia  content  of  the  renal  vein,  ac- 
companying the  decrease  in  ammonia  excre- 
tion in  the  urine. 

The  exact  mechanisms  by  which  surgical 
procedures  precipitate  hepatic  coma  are  un- 
known but  many  factors  including  pre-  and 
postoperative  medication,  anesthesia,  meta- 
bolic effects  of  surgical  trauma,  blood  pressure 
changes,  gastrointestinal  bleeding  and  altera- 
tions in  fluid  and  electrolyte  balance  may  play 
a role.  Similarly,  multiple  factors  may  play 
a role  in  the  production  of  hepatic  coma  by 
infection.  The  injudicious  use  of  sedatives 
and  narcotics  may  also  induce  hepatic  coma. 

We  have  seen  either  a growing  incidence 
or  a growing  awareness  of  the  fact  that  he- 
patic coma  may  be  induced  by  hypokalemia. 
Frequently  the  hypokalemia  is  spontaneous, 
apparently  secondary  to  the  hyperaldosteron- 
ism that  is  a frequent  accompaniment  of  de- 
compensated cirrhosis.  It  may  be  produced 
or  aggravated  by  the  use  of  diuretics,  part- 
icularly those  of  the  thiazide  group.  Any  of 
the  thiazides  may  do  it.  We  have  seen  little 
hypokalemia  produced  by  mercurial  diuretics. 
Triamterene  and  spironolactone  tend  to  in- 
crease blood  potassium  levels. 

The  mechanism  by  which  hypokalemia  in- 
duces the  picture  of  hepatic  coma  is  not  clear. 
In  our  experience,  arterial  ammonia  levels 
have  been  normal  or  near  normal  although 
some  have  reported  increases  in  blood  levels 
following  the  hypokalemia  induced  by  the 
administration  of  thiazide  compounds. 

The  presence  of  accompanying  alkalosis 
could  account  for  the  increased  sensitivity  of 
these  patients  to  ammonia.  There  are  also 
animal  studies  that  indicate  the  importance 
of  potassium  in  reactions  involving  the  utili- 
zation of  ammonia  in  brain  tissue. 

We  have  been  impressed  by  the  rapidity 
with  which  hypokalemia  can  produce  hepatic 
coma,  complete  with  electroencephalographic 
changes  and  liver  flap.  We  have  also  been 
impressed  with  the  rapidity  with  which  this 
syndrome  can  disappear  following  the  ad- 
ministration of  potassium.  I would  like  to 
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emphasize  again  the  importance  of  this  mech- 
anism in  the  production  of  hepatic  coma. 

Therapy 

The  general  prognosis  and  therapeutic  re- 
sponse is  better  in  the  exogenous  types  of 
coma.  Obviously,  the  first  therapeutic  step 
to  be  taken  is  the  search  for  an  exogenous 
factor  and  its  control  or  elimination.  Dietary 
protein  restriction  and  the  use  of  antibiotics 
to  diminish  bacterial  action  in  the  gastroin- 
testinal tract  form  the  basis  of  therapy.  For 
the  first  few  days  we  employ  a regimen  of  no 
protein  intake,  and  all  calories  are  provided 
by  the  use  of  intravenous  infusions  of  glucose 
in  water.  If  the  patient  responds  to  this  thera- 
peutic regimen,  oral  protein  is  started  in  an 
initial  dose  of  20-30  grams  daily  and  increased 
every  several  days  by  10  gram  increments  to 
about  60  gms. 

Neomycin  is  favored  by  most  observers  as 
the  antibiotic  of  choice  although  there  is  evi- 
dence that  others,  specifically  kanomycin  and 
paromycin,  are  equally  satisfactory.  The 
broad  spectrum  tetracyclines  do  not  appear 
to  be  as  effective  as  the  poorly  absorbed  ones 
mentioned.  Neomycin  is  usually  started  in 
a dosage  of  8 grams  daily  and  then  reduced 
to  4 grams.  Prolonged  administration  should 
be  avoided,  the  usual  course  being  from  7-10 
days.  Staphylococcic  enterocolitis  is  a defin- 
ite hazard  and  should  be  carefully  watched 
for. 

In  view  of  the  frequency  of  hypokalemia, 
we  suspect  its  presence  in  all  hepatic  coma 
patients  until  we  prove  otherwise.  The  elec- 
trocardiogram provides  a readily  available 
index  of  the  serum  potassium  level.  If  hypo- 
kalemia is  present,  treatment  should  be  by 
parenteral  administration  and  should  be  vig- 
orous. We  often  give  up  to  a total  of  160 
meq  of  potassium  chloride  in  24  hours  and 
concentrations  of  80  to  120  meq/1  may  be 
employed.  The  oral  preparations  cannot  be 
relied  upon  to  correct  hypokalemia.  They 
may,  however,  be  used  as  maintenance  or 
prophylactic  therapy.  Hyperkalemia  should  be 
watched  for  but  is  unlikely  in  the  presence 
of  an  adequate  urinary  output.  The  occur- 
rence of  the  syndrome  of  renal  insufficiency 


associated  with  cirrhosis  should  be  watched 
for. 

Glutamic  acid  has  been  used  to  combine 
with  ammonium  to  form  glutamine.  Sodium 
glutamate  was  the  preparation  utilized  and 
large  doses  of  up  to  40  grams  were  adminis- 
tered. Clinical  results  were  unconvincing 
and  this  therapy  involved  the  administration 
of  large  amounts  of  sodium.  It  has  been 
largely  abandoned  by  most  observers  as  in- 
effectual. 

Levo-arginine  or  dextro-levo-ornithine  have 
also  been  used  in  an  attempt  to  accelerate 
the  conversion  of  ammonium  to  urea.  Some 
groups  have  reported  lowering  of  blood  am- 
monia but  clinical  improvement  has  not  been 
impressive.  Protamine,  which  is  composed 
largely  of  arginine,  has  also  been  used  ex- 
perimentally for  this  purpose. 

Hemodialysis  by  extra-corporeal  or  peri- 
toneal methods  has  been  employed  to  lower 
blood  ammonia  and  has  been  used  in  the 
treatment  of  hepatic  coma.  In  some  cases 
blood  ammonia  levels  have  been  lowered  but 
the  procedure  is  difficult  and  has  not  been 
accompanied  by  clinical  improvement. 

We  have  been  impressed  on  various  oc- 
casions with  the  use  of  corticotropin  in  some 
cases  of  endogenous  coma.  The  improvement 
noted,  however,  has  been  of  only  temporary 
nature  and  no  lasting  remissions  have  been 
noted.  The  dose  employed  has  been  80  units 
per  day  either  intramuscularly  or  intra- 
venously. The  therapy  should  not  be  ex- 
tended beyond  a period  of  5 days  because  of 
the  danger  of  provoking  gastrointestinal  bleed- 
ing. Large  doses  of  corticosteroids  have  been 
employed  in  the  treatment  of  hepatic  coma 
produced  by  acute  hepatitis. 

Surgical  exclusion  of  the  colon  by  colectomy 
or  ileo-sigmoidostomy  has  been  employed  in 
a small  group  of  patients  who  have  had  protein 
intoxication  following  porto-caval  shunt. 

In  the  past  8 months  we  have  performed 
colon  exclusion  by  ileo-sigmoidostomy  on  2 
patients.  The  first  was  a 42  year  old  man 
with  severe  protein  sensitivity  following  porto- 

( Continued  on  Page  249) 
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LABYRINTHINE  VERTIGO: 

Symptomatic  Treatment  with  Diphenidol 


• Vertigo  is  troublesome  at  all  times.  A new 
drug  is  clinically  examined  as  to  its  usefulness 
in  the  treatment  of  this  problem. 


Aubrey  C.  Smoot,  M.D.* 


Vertigo  is  probably  one  of  the  most  an- 
noying symptoms  a patient  can  have  as  well 
as  one  of  the  most  frustrating  a physician  can 
be  called  upon  to  treat.  It  may  be  associated 
with  one  or  more  acquired  diseases,  or  it  may 
be  secondary  to  ear  surgery,  such  as  fenestra- 
tion of  the  lateral  semi-circular  canal,  sta- 
pediolysis  and  stapedectomy,  and  even  mas- 
toid operations.  It  may  or  may  not  respond 
to  various  treatments,  including  fluid  restric- 
tion, sodium  restriction,  diuretics,  diets,  vita- 
mins, hormones,  histamine  desensitization, 
specific  allergic  desensitization,  vasodilators, 
and  “motion-sickness”  drugs.1  Vertigo  follow- 
ing ear  surgery,  for  instance,  may  respond  to 
almost  any  of  the  vasodilators  or  so-called 
motion-sickness  drugs,  whereas  some  vertigo 
occurring  with  Meniere’s  disease  may  not  re- 
spond to  any  medical  treatment  and  instead 
may  necessitate  surgery,  which  while  curative 
may  also  be  destructive. 

Vertigo  following  ear  surgery,  although 
self-limited,  is  nevertheless  just  as  annoying 
as  any  other  form  of  vertigo.  And  although 
it  may  not  occur  after  every  operation,  it 
occurs  frequently  enough  to  be  a common 
problem.  For  example,  Peitersen2  found  that 

“Study  conducted  while  resident  in  Otolaryngology  in  the  University 
of  Maryland  Otolaryngology  training  program. 
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Salisbury,  Maryland,  Milford  Memorial  Hospital,  Milford;  courtesy 
staff,  Nanticoke  Memorial  Hospital,  Seaford,  Delaware. 


of  40  patients  who  had  undergone  stapes 
operations  38  (95%)  had  vertigo  and  18  had 
nystagmus.  He  found  too  that  vertigo  and 
nystagmus  persisted  longer  and  affected  a 
relatively  larger  number  of  those  who  had 
undergone  stapedectomy  than  of  those  who 
had  undergone  stapediolysis.  Others  have 
also  noted  the  frequency  of  vertigo  after  ear 
surgery.  Bergstrom  and  Ivstom3  reported 
that  vertigo  on  movement  occurred  in  15  of 
30  cases  of  stapediolysis,  and  Ivstam4  reported 
that  vestibular  dysfunction  occurred  in  38 
of  64  similar  cases  (60%).  These  authors2’3’4 
believe  that  the  opening  of  the  perilympathic 
space  surgically  causes  severely  irritating 
serous  labyrinthitis  and  is  presumably  re- 
sponsible for  postoperative  vestibular  disturb- 
ances. The  figures  reported  for  vertigo  are 
certainly  significant,  especially  in  respect  to 
all  the  patient  discomfort  that  they  represent. 

Properties  of  Diphenidol 

In  the  treatment  of  vestibular  vertigo  I 
elected  to  use  a new  drug,5  diphenidol  (SK&F 
#478,  ‘Vontrol’).  The  drug  is  a,a-diphenyl- 
1-piperidinebutanol  hydrochloride..  It  is  a 
non-phenothiazine  which  in  anmial  studies 
showed  two  interesting  pharmacological  prop- 
erties: 1)  it  can  abolish  experimentally -in- 
duced nystagmus;  and  2)  it  can  block  apo- 
morphine-induced  emesis  as  readily  as  chlor- 
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TABLE  I 

Use  of  Diphenidol  in  Non-Operative  Labyrinthine  Disturbances 


Patient 

Age 

Labyrinthine  Disorder 

Dosage 

Results 

1. 

35 

Meniere’s  Disease 

25 

mg. 

q.i.d. 

Excellent 

2. 

72 

Right  labyrinthectomy 
for  Meniere’s  Disease 

50 

mg. 

q.i.d. 

Poor 

3. 

72 

Meniere’s  Disease 

25 

mg. 

q.i.d. 

Good 

4. 

59 

Meniere’s  Disease 

25 

mg. 

q.i.d. 

Diphenidol  and  Vasodi- 
lan discontinued  because 
of  pruritus 

5. 

20 

Non-Specific 

25 

mg. 

q.i.d. 

Excellent 

6. 

31 

Non-Specific 

25 

mg. 

q.i.d. 

Excellent 

7. 

59 

Pseudo-Meniere’s 

50 

mg. 

q.i.d. 

Poor 

8. 

60 

Pseudo-Meniere’s 

25 

mg. 

q.i.d. 

Good 

promazine.  Aside  from  these  actions  dipheni- 
dol exhibits  no  other  pharmacological  activity 
of  note.  In  clinical  doses  it  has  minimal 
central  nervous  system  depressant  action  and 
does  not  appear  to  have  significant  action  in 
potentiating  central  depressant  drugs.  From 
studies  in  animals  and  from  clinical  experi- 
ence it  appears  to  have  a considerable  margin 
between  the  therapeutic  dose  and  the  dose 
that  produces  undesirable  side  effects. 

Method 

Diphenidol  was  given  to  22  adult  patients, 
14  of  whom  had  been  hospitalized  for  ear 
surgery  (stapes  operations  and  mastoid  oper- 
ations), and  8 of  whom  had  vertigo  of  a non- 
surgical  nature,  and  occasionally  other  laby- 
rinthine disturbances,  such  as  nausea,  vomit- 
ing and  tinnitus. 

Surgical  patients  initially  received  an  intra- 
muscular dose  of  20  to  40  mg.  and  subse- 
quently received  oral  doses  of  25  mg.  q.i.d. 
Those  who  had  undergone  general  anesthesia 
were  not  given  diphenidol  until  they  had  fully 
recovered  from  anesthesia.  Those  who  had 
received  local  anesthesia  were  not  given  di- 
phenidol until  after  the  operation  to  avoid 
any  possibility  that  diphenidol  might  potenti- 


ate or  antagonize  the  preoperative  sedation. 
No  surgical  patient  was  given  diphenidol  until 
he  or  she  complained  of  vertigo.  Non-surgical 
patients  received  oral  doses  of  25  to  50  mg. 
q.i.d.,  depending  on  severity  of  the  vertigo. 
No  other  drugs  were  given,  except  in  two  in- 
stances: one  patient  was  given  isoxsuprine 
HC1  (Vasodilan)  for  tinnitus  and  the  other 
was  given  one  injection  of  prochlorperazine 
(‘Compazine’)  10  mg.  for  persistant  vomiting. 

Results 

Surgical  patients  were  seen  daily  during 
the  post-operative  course,  and  ambulatory 
patients  were  seen  weekly.  Notes  were  taken 
on  their  response  to  diphenidol.  As  each  pa- 
tient terminated  diphenidol  treatment,  the 
overall  efficacy  of  the  drug  was  rated  as: 

Excellent  — complete,  prompt  relief  of 
symptoms. 

Good  — definite  but  incomplete  relief 
of  symptoms,  or  complete  but 
gradual  relief  of  symptoms. 

Fair  — relief  of  symptoms,  but  inade- 
quate degree  of  relief  or  rapidity 
of  action. 

Poor  — no  improvement  in  symptoms. 

The  non-operative  group  consisted  of  four 
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patients  with  Meniere’s  disease,  two  patients 
with  “pseudo-meniere’s”  disease,  and  two  pa- 
tients with  non-specific  labyrinthitis;  Table  I 
summarizes  the  results  in  this  group. 

One  case  of  Meniere’s  disease,  age  35,  had 
an  excellent  response  to  diphenidol  and  has 
been  well  maintained  on  75  mg.  to  100  mg. 
daily  for  one  year.  The  second  case  of 
Meniere’s  disease,  age  72,  had  undergone  a 
right  labyrinthectomy  20  months  prior  to 
treatment  and  a revision  12  months  prior  to 
treatment.  This  case  had  absolutely  no  re- 
sponse to  diphenidol  or,  for  that  matter,  to 
all  previous  therapy.  The  third  case  of 
meniere’s  disease,  age  72  years,  had  a good 
response  to  diphenidol  in  that  her  nausea  was 
controlled  and  the  severity  of  her  vertigo 
modified  so  that,  as  she  put  it,  “I  lost  my 
feeling  of  desperation.”  The  fourth  case  of 
Meniere’s  disease,  age  59,  had  had  no  severe 
vertigo  for  three  months  prior  to  initiation  of 
therapy.  After  one  day  of  therapy,  with 
diphenidol  and  Vasodilan,  10  mg.  t.i.d.,  he 
developed  a migratory  pruritus  and  ceased 
taking  the  drugs.  This  pruritus  could  have 
been  due  to  the  Vasodilan  and  resultant 
vasodilitation.  Diphenidol  had  no  effect  on 
the  cochlear  symptoms  of  tinnitus  and  deaf- 
ness in  any  of  these  cases. 

One  case  of  “pseudo-Meniere’s”  disease, 
age  59,  complained  of  staggering  and  a sensa- 
tion of  falling.  She  had  not  previously  re- 
sponded to  drugs  and  did  not  respond  to 
diphenidol.  Her  rather  marked  arteriosclero- 
sis could  have  accounted  for  many  of  her 
symptoms  and  for  her  poor  response  to  anti- 
vertigoinous  drugs.  The  other  case  of  “pseudo- 
Meniere’s”  disease,  age  60,  had  an  excellent 
response  to  diphenidol  for  two  months  and 
she  discontinued  the  drug.  When  vertigo 
recurred  3 days  later,  she  resumed  taking 
diphenidol,  but  did  not  have  nearly  as  good 
a response  this  time. 

The  two  cases  of  non-specific  labyrinthitis 
were  a 20  year  old  woman  and  a 31  year  old 
man.  The  woman  had  immediate,  complete 
relief  of  symptoms.  The  man,  however,  de- 
veloped pruritus  without  rash  on  the  first  day 
of  therapy.  The  drug  was  discontinued  and 
then  resumed  three  weeks  later.  This  time 


he  had  a complete  relief  of  symptoms  without 
pruritus. 

The  operative  group  consisted  of  four  pa- 
tients who  had  mastoid  operations  and  ten 
who  had  stapes  operations;  Table  II  sum- 
marizes the  results  in  this  group. 

Why  patients  2 and  4 (Table  II)  should 
have  vertigo  following  simple  mastoidectomy 
is  obsure.  Even  though  they  described  the 
vertigo  as  a motion  of  their  surroundings, 
occurring  with  movement  of  the  head,  I still 
question  whether  vertigo  was  actually  present. 
Also,  why  patients  3 and  1 (Table  II)  should 
have  vertigo  following  radical  mastoidectomy 
is  somewhat  obscure,  although  it  might  result 
from  manipulation  of  the  footplate  during 
surgery. 

Nine  of  the  ten  patients  who  had  undergone 
stapes  procedures  had  an  excellent  response 
to  diphenidol  to  control  post-operative  vertigo, 
and  the  tenth  had  a good  response.  (At  the 
time  of  the  operation  she  lost  more  than  the 
usual  amount  of  perilymph.)  In  addition, 
all  of  the  operative  cases,  except  one,  had 
excellent  symptomatic  control  of  nausea  and 
vomiting  with  diphenidol. 

On  reviewing  these  cases,  it  appeared  that 
diphenidol  is  most  often  effective  in  patients 
under  60  years  of  age,  and  less  often  effective 
in  those  who  are  older.  Lack  of  efficacy  in 
the  case  of  patient  2,  age  71,  (Table  I)  who 
had  had  a labyrinthectomy  for  Meniere’s  dis- 
ease one  year  earlier,  is  probably  due  to  the 
inability  of  his  central  nervous  system  to 
attenuate  abnormal  impulses  from  the  remain- 
ing labyrinth.  It  may  also  be  partially  due  to 
arteriosclerosis  with  associated  circulatory 
changes  in  the  remaining  labyrinth.  Patient 
3 (Table  I),  age  72,  had  very  definite  arterio- 
sclerotic changes  in  her  eye  grounds.  In  her 
case  it  could  be  that  the  drug  suppressed  the 
abnormal  labyrinthine  Impulses  but  left  her 
with  a central  type  of  vertigo. 

Diphenidol  appears  to  act  mainly  on  the 
vestibular  nuclei,  although  its  exact  site  of 
action  is  not  definitely  known.  And  it  ap- 
pears to  be  selective  in  action,  relieving  ver- 
tigo and  nausea  and  vomiting  with  a mini- 
mum of  side  effects.  It  caused  no  depression 
of  the  sensorium  in  ambulatory  patients,  and 
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TABLE  II 

Use  of  Diphenidol  in  Post-Operative  Labyrinthine  Disturbances 

Patient 

Age 

Operation 

Dosage  l-M 

Dosage  Orally 

Results 

1. 

62 

Radical  mastoidectomy 

40  mg. 

25  mg.  q.i.d. 

Excellent 

2. 

52 

Simple  mastoidectomy 

20  mg. 

25  mg.  q.i.d. 

Excellent 

3. 

32 

Radical  mastoidectomy 

40  mg. 

25  mg.  q.i.d. 

Excellent 

4. 

27 

Simple  mastoidectomy 

20  mg. 

25  mg.  q.i.d. 

Excellent 

5. 

64 

Stapedectomy 

40  mg. 

25  mg.  q.i.d. 

Excellent 

6. 

51 

Anterior  crurotomy 
and  stapediolysis 

— 

25  mg.  q.i.d. 

Excellent 

7. 

64 

Stapedectomy 

— 

25  mg.  q.i.d. 

Good 

8. 

33 

Stapedectomy 

— 

25  mg.  q.i.d. 

Excellent 

9. 

23 

Stapedectomy 

40  mg. 

25  mg.  q.i.d. 

Excellent 

10. 

52 

Stapedectomy 

40  mg. 

25  mg.  q.i.d. 

Good 

11. 

28 

Anterior  crurotomy 
and  stapediolysis 

40  mg. 

25  mg.  q.i.d. 

Excellent 

12. 

50 

Stapedectomy 

40  mg. 

25  mg.  q.i.d. 

Excellent 

13. 

69 

Stapedectomy 

40  mg. 

25  mg.  q.i.d. 

Fair 

14. 

36 

Anterior  crurotomy 
and  stapediolysis 

40  mg. 

25  mg.  q.i.d. 

Excellent 

appeared  to  cause  none  in  hospitalized  pa- 
tients. (Determining  whether  the  drug  caused 
sedation  in  hospitalized  patients  was  difficult 
because  they  tended  to  lie  in  bed  and  “cat- 
nap.”) 

On  the  basis  of  this  study,  diphenidol  ap- 
pears to  have  enough  potential  clinical  use- 
fulness to  warrant  testing  under  double  blind 
conditions  in  a large  series  of  patients  who 
develop  vestibular  disturbances  after  stapes 
surgery.  It  also  appears  to  warrant  testing 
in  normal  volunteers  to  determine  whether 
it  can  abolish  or  modify  the  disturbances  that 
result  when  the  labyrinth  is  stimulated  cal- 
orically,  as  in  the  method  of  Cawthorne  and 
Hallpike. 

Summary 

Twenty-two  patients  with  labyrinth  vertigo 


were  treated  with  diphenidol,  a new  drug 
which  abolished  experimentally-induced  ny- 
stagmus in  laboratory  animals.  Thirteen  of 
of  the  14  patients  whose  vertigo  resulted  from 
ear  surgery  obtained  a good  to  excellent  re- 
sponse from  the  drug;  the  other  had  a fair 
response.  Five  of  the  8 patients  whose  vertigo 
resulted  from  non-surgical  labyrinth  disorders 
had  a good  to  excellent  response  from  dipheni- 
dol; two  had  a poor  response;  and  one  stopped 
the  drug  after  one  day,  because  of  itching,  and 
was  not  rated.  In  addition  to  its  effect  on 
vertigo,  diphenidol  relieved  nausea  and  vomit- 
ing associated  with  vestibular  disturbances. 
Except  for  antivertiginous  and  antiemetic  ac- 
tions, diphenidol  appeared  to  exhibit  no  other 
significant  pharmacologic  activity.  It  caused 
no  sedative  effects. 


References  will  be  supplied  by  the  Journal  on  request. 
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PERNICIOUS  ANEMIA,  POLYCYTHEMIA  VERA 
AND  POLYNEURITIS 


• The  syndrome  of  generalized  polyneuritis  has 
many  diverse  etiologies.  One  of  the  most  rare 
is  polycythemia  vera;  another  is  the  coexistence 
of  polycythemia  vera  with  pernicious  anemia, 
which  itself  may  cause  a very  similar  neurologic 
picture.  This  report  concerns  a patient  with  all 
of  these  disorders. 


Case  Report 

A 61  year  old  white  woman  was  admitted 
to  Haverford  Hospital  on  6-14-64,  with  a chief 
complaint  of  generalized  weakness.  Approxi- 
mately five  days  prior  to  admission  she  ate 
a fish  dinner  and  then  developed  cramps, 
vomiting  and  diarrhea.  The  following  day 
she  developed  painful  paresthesias  of  the 
fingernails  and  fingertips.  The  next  day  she 
had  similar  symptoms  of  the  feet.  In  rapid 
order,  then,  generalized  progressive  weakness 
of  the  entire  body  developed.  Occipital 
headache  was  also  present. 

Past  medical  history  revealed  a chronic 
anxiety  state,  spastic  colon  syndrome,  right 
sal  Dingo-oophorectomy  at  age  36,  right  neph- 
rectomy at  age  51  for  pyelonephritis,  and 
cholecystectomy  for  stones  in  February,  1964. 
At  that  time  her  hemoglobin  was  18.4  grams 
percent,  18.7  grams  percent  and  19  grams 
percent,  and  a score  of  254  was  recorded  for 
alkaline  phosphatase  stain  of  her  white  cells. 
No  other  studies  were  done.  Her  family 
physician  had  treated  her  intermittently  with 
with  vitamin  Bu  for  several  years.  In  fact, 
she  had  received  100  units  of  Br^  weekly  for 
six  weeks  prior  to  admission. 

On  examination  the  major  abnormalities 
were  on  the  neurologic  examination.  There 
were  subjective  paresthesias  up  all  extremities. 

Dr.  Resnick  is  Instructor  in  Medicine,  Hahnemann  Medical  Col- 
lege, Philadelphia;  Dr.  Unterberger  is  Associate  Professor  of  Medi- 
cine, Woman's  Medical  College  of  Pennsylvania,  Philadelphia. 
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Hand  grasps  were  weak;  she  could  not  raise 
her  arms  or  legs;  flaccidity  was  noted  in  all 
extremities;  deep  tendon  reflexes  were  hypo- 
active  to  absent;  position  and  vibration  sense 
was  impaired;  no  pathologic  reflexes  were 
elicited;  sciatic  and  radial  nerves  were  tender; 
and  the  tongue  was  beefy  red.  Gynecologic 
examination  was  within  normal  limits. 

Of  the  many  laboratory  studies  only  the 
following  were  abnormal:  The  hemoglobin 
during  the  first  two  weeks  ranged  from  17.3 
grams  percent  to  21.1  grams  percent  with 
hematocrits  of  61  to  71  percent.  One  WBC 
was  16,350  per  c.c.  with  88  percent  polys  and 
12  percent  lymphocytes.  Platelets  were  436.- 
000  and  544,000  per  c.c.  Calcium  was  6.7, 

6.9  and  7.2  mEq/L.  Cerebrospinal  fluid  pro- 
tein was  58  milligrams  percent  with  3 cells 
per  c.c. 

A diagnosis  of  polycythemia  vera  with  com- 
plicating generalized  polyneuritis  was  made. 
The  hypercalcemia  was  attributed  to  complete 
bed  rest.  A bone  marrow  aspiration  was  con- 
sistent with  polycythemia.  No  viruses  were 
cultured  from  the  spinal  fluid  and  there  was 
no  serologic  indication  of  polio.  After  therapy 
consisting  of  venesection  of  2450  c.c.,  multi- 
vitamins (including  vitamin  Bi=)  and  physio- 
therapy, she  was  transferred  to  the  Moss  Re- 
habilitation Hospital  with  a hemoglobin  of 

13.9  grams  percent. 

At  that  institution  further  studies  were 
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performed.  A repeat  spinal  tap  showed  a 
protein  of  155  milligrams  percent  with  1 cell 
per  c.c.  The  uric  acid  was  7.6  milligrams  per- 
cent. A tube  and  tubeless  gastric  analysis 
showed  no  acid.  A Shilling  test  was  done  and 
1.5  percent  Bi=  was  excreted  in  24  hours  with- 
out intrinsic  factor  and  30  percent  with  the 
intrinsic  factor.  Intravenous  urogram  and 
labelled  mercury  197  neohydrin  renoscan  both 
showed  a normal  left  and  absent  right  kidney. 
Pulmonary  function  tests  showed  a vital  ca- 
pacity of  51  percent  with  no  obstruction  and 
a pressure  of  CO-  of  39  millimeters  mercury, 
and  pressure  of  0-  of  84  millimeters  mercury, 
while  breathing  room  air.  The  pressure  of  0= 
rose  to  639  millimeters  mercury  with  the 
breathing  of  100  percent  0=.  These  studies 
ruled  out  a shunt  and  were  consistent  with 
uneven  distribution  of  inspired  air.  When 
last  seen  the  patient  was  making  slow  progress 
toward  recovery. 

Discussion 

In  brief,  this  patient  had  pernicious  anemia 
and  was  unintentionally  treated  for  some 
time.  She  then  developed  polycythemia  vera, 
which  led  to  the  generalized  polyneuritis.  The 
negative  renal,  pulmonary  and  gynecologic 
work-up  ruled  out  secondary  polycythemia. 
Pernicious  anemia  has  been  known  to  develop 
into  polycythemia  vera  in  rare  instances.1-7 
Also,  polycythemia  has  turned  into  pernicious 
anemia.2-3  In  review  of  this  association  by 
Engel  and  Sticky,2  there  was  no  sex  predi- 
lection, the  average  age  was  60,  the  elapsed 
time  from  diagnosis  of  pernicious  anemia  to 
polycythemia  was  5 years,  and  less  than  3 
years  from  treatment  to  polycythemia.  This 
sequence  was  also  noted  by  other  authors. 1-3-6-7 

Conjecturing  as  to  the  relationship  between 
these  two  disorders,  it  is  known  that  transient 
elevations  of  the  red  blood  count  to  about  6 
million  can  occur  in  treated  pernicious  anemia, 
but  splenomegaly  and  leucocytosis  does  not.2 
However,  Bn  given  to  normals  does  not  raise 
the  red  blood  cell  mass.7  Kenny  and  Berman7 
feel  that  leukocytosis  seen  in  pernicious 
anemia  in  relapse  may  be  a clue  to  a tendency 
towards  polycythemia.  Although  pernicious 
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anemia  can  be  associated  with  polycythemia 
vera,  and  also  acute  and  chronic  myelocytic 
leukemia,  no  definite  conclusions  can  be 
drawn  other  than  that  polycythemia  cannot 
exist  without  adequate  amounts  of  vitamin 
B.,.2-6 

The  neurologic  complications  of  polycy- 
themia are  very  frequent  with  41  percent  of 
cases  presenting  with  headache  and  30  per- 
cent with  dizziness  and/or  vertigo.8  Pares- 
thesias, visual  compliants  and  tinnitus  are 
also  seen  fairly  often.  Johnson  and  Chalgren0 
in  their  review  mention  unusual  cases  of 
brachial  plexus  neuritis  and  mononeuritis  of 
a leg.  All  articles  state  that,  although  pares- 
thesias are  very  common,  generalized  poly- 
neuritis is  very  rare.8-12 

Johnson  and  Chalgren9  present  one  case  in 
detail  and  mention  another  similar  to  ours. 
The  patient  was  a 36  year  old  female  with 
progressive  polyneuritis  involving  all  four  ex- 
tremities. Her  spinal  fluid  protein  was  ele- 
vated. In  another  report12  related  to  this 
subject  and  followed  to  autopsy,  the  symp- 
toms were  of  chest  pain  and  quadriplegia. 
Examination  of  the  cord  showed  necrosis  at 
the  T6  level  with  thrombosis  of  the  spinal 
veins. 

The  basic  pathology  of  the  neurologic 
damage  in  polycythemia  vera  seems  to  be 
vascular  congestion,  multiple  thromboses  of 
small  and  occasionally  large  vessels,  micro- 
and  macro-infarctions  of  nerve  tissue  and 
softening  of  the  spinal  cord.  9-10-11-13 

Prompt  venesection  after  this  syndrome 
presents  does  not  seem  too  much  help  in 
recovery. 

Summary 

A case  of  pernicious  anemia  associated  with 
polycythemia  vera  and  complicated  by  poly- 
neuritis is  presented.  The  literature  is  briefly 
reviewed. 
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DIABETES  DETECTION  WEEK 


Edward  M.  Bohan,  M.D. 


Each  year  sees  progress  in  the  art  and 
science  of  medicine.  The  PhD’s  with  their 
special  knowledge  of  the  basic  sciences  have 
been  promoting  research  and  assisting  the 
MD’s  in  a vigorous  fashion.  The  translation 
of  research  into  use  by  the  practitioner  who 
has  to  apply  both  the  science  and  the  art  is 
becoming  more  difficult  because  of  the  great 
volume  of  discovery  and  the  speed  of  progress. 
While  this  truism  is  applicable  to  all  branches 
of  medicine,  it  is  very  evident  in  endocrinology 
and  metabolism. 

The  American  Diabetes  Association  and 
the  local  Delaware  Diabetes  Association  have 
endeavored  by  education  to  bring  this  trans- 
lation from  laboratory  to  the  doctor  in  the 
field.  Meetings  have  been  held  at  regular 
intervals,  advice  and  literature  have  been 
given  to  diabetics  through  our  office  in  the 
Academy  of  Medicine.  Children  are  sent  to 
diabetic  camps  and  inspiration  given  to  the  lay 
group  of  the  Association  to  further  the  cause 
of  our  aim  in  helping  the  diabetic  take  his 
proper  place  in  society. 

We  do  need  more  interested  people  as 
members.  All  diabetics,  young  or  old,  men 
and  women  with  or  without  degrees  or  school- 
ing, those  non-diabetics  interested,  relatives 
of  diabetics  and  PhD’s.  All  these  good  people 
are  our  mainstay  and  we  urge  them  to  join. 

Diabetes  Detection  Week  is  November  15th 
to  20th.  Venous  blood  sugars  will  be  drawn 
at  Wilmington  Armory  on  November  16,  17 
and  18,  from  10-12  a.m.  and  2-4  p.m.;  7-9  p.m. 
Wednesday  evening.  Send  your  non-dia- 
betic patients,  especially  the  relatives  of  dia- 
betics to  us.  If  we  find  diabetes,  we  will 
inform  you.  The  disorders  of  diabetes  are  so 
obscure  sometimes  that  even  the  post-prandial 
blood  sugar  will  not  reveal  it.  A fasting  blood 
sugar  is  not  the  best  diagnostic  method  and 
the  results  in  detection  of  diabetes  by  urin- 


alysis are  also  poor — but  while  the  fasting 
blood  sugar  might  be  translated  to  a feasting 
blood  sugar,  one  cannot  eliminate  the  urin- 
alysis as  a means  of  diagnosis.  It  is  a simple 
and  inexpensive  test  and  combined  with  a 
history  in  the  family  may  prove  very  valuable. 
Make  the  test  after  a meal. 

The  difficult  cases  are  those  who  can  only 
be  diagnosed  after  a glucose  load.  Allen’s 
candy  tolerance  or  the  glucose  tolerance  can 
easily  be  done  in  one’s  office  taking  a sugar 
ll/t  hous  to  2 hours  after  the  sweet  is  given. 
The  diabetic  office  will  be  glad  to  supply  in- 
formation on  any  of  these  tests.  For  the 
really  hard  to  diagnose  cases,  the  glucose 
tolerance  test  will  help  and  we  hear  talk 
today  about  the  afternoon  glucose  tolerance 
test  being  more  accurate  and  also  that  the 
triamcinolone  glucose  tolerance  is  superior  to 
the  cortisone  glucose  tolerance. 

We  are  in  the  era  of  making  a diagnosis  in 
the  pre-diabetic  phase.  This  has  not  been 
fully  developed  as  yet,  but  there  is  such  a 
stage  to  diabetes  where  complications  precede 
the  hyperglycemia  and  arterial  disease  may 
be  rampant.  Identifying  the  pre-diabetic, 
pre-ulcer  and  pre-accident  person  is  becoming 
a science. 

During  Detection  Week,  the  emphasis  will 
be  placed  on  examination  of  the  relatives  of 
diabetics.  We  are  also  desirous  of  detecting 
hidden  diabetes  in  pregnant  women,  because 
even  if  the  diabetes  is  hidden,  the  effect  on 
the  neo-natal  mortality  is  serious.  If  a posi- 
tive glucose  test  is  obtained,  early  termination 
of  the  pregnancy  around  36-37  weeks  may 
have  to  be  considered.  This  is  a special  plea 
to  those  of  this  medical  community  who  are 
practicing  obstetrics  to  participate  with  the 
Delaware  Diabetes  Association’s  program  in 
November’s  big  detection  drive,  the  week  be- 
fore Thanksgiving. 

October,  1965 


240 


t^rediclent’d  <^age 


MEDICARE  AND  THE  DOCTOR’S  TIME 


Utilization  Committees  are  not  new  to  us. 
Pressure  for  beds  created  them.  Other  pres- 
sures have  been  added:  Blue  Cross,  The  Joint 
Commission  for  the  Accreditation  of  Hos- 
pitals; now  Medicare.  To  receive  payment 
under  Medicare,  a hospital  or  nursing  home 
must  have  a properly  constituted  Utilization 
Committee.  The  Committee  may  be  permitted 
to  sample,  but  the  review  must  be  on  an  in- 
dividual basis  rather  than  by  disease  category. 
The  knowledge  of  the  physician  is  essential. 

To  assure  proper  work-up,  the  patient  must 
be  in  the  general  hospital  three  days  before 
transfer  to  a nursing  home  or  extended  care. 
These  patients  will  not  all  need  general  hos- 
pital facilities,  but  presumeably  will  be  care- 
fully studied  before  being  assigned  to  nursing 
home,  Home  Care,  or  outpatient.  Prompt 
transfer  is  important.  Critically  ill  patients 
could  be  deprived  of  admission. 

Up  to  this  point  the  discussion  of  utilization 
is  in  the  classic  tradition  of  the  medical  pro- 
fession, but  Medicare  adds  something.  Either 
the  hospital  or  nursing  home  meets  require- 
ments or  it  does  not  get  paid.  Proper  use  of 
facilities  and  services  should  bring  maximum 
benefit  to  the  patient,  but  also  should  result 
in  minimum  cost.  The  physician  serving  the 
best  interests  of  the  patients  also  becomes 
protector  of  the  public  purse. 

The  profession  must  not  leave  this  problem 
to  a valiant  few.  All  doctors  must  recognize 


the  problem — the  responsibility — becoming  a 
Utilization  Committee  of  the  whole. 

This  will  not  be  easy.  Patients  may  resist 
and  resent  transfer.  Once  transferred  to 
nursing  home,  Home  Care  or  whatever  service, 
the  doctor  must  visit.  More  visits,  more 
time,  especially  if  the  location  is  remote.  In 
addition,  if  conditions  in  the  nursing  home 
are  not  satisfactory,  the  doctor’s  involvement 
must  be  greater,  not  less. 

This  brings  us  to  another  problem,  namely 
the  backlog  of  substandard  nursing  homes 
that  must  be  improved  if  standards  are  to  be 
met.  The  State  Board  of  Health  has  been 
administering  this  problem  since  1956  under 
the  Licensing  Law  for  Nursing  Homes  but 
has  made  little  headway  in  improving  stand- 
ards. The  Department  of  Health  and  the 
nursing  homes  both  have  problems  of  man- 
power and  money.  But  one  of  the  implied 
purposes  of  the  new  law  is  to  correct  just 
this  condition.  Utilization  Committees  put 
the  doctor  right  in  the  middle  and  on  the 
spot. 

This  part  of  the  law  becomes  effective 
January  1,  1967,  but  the  problem  is  before 
us.  The  issue  must  be  faced  NOW. 
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THE  RADIO  SEMINARS 


Dr.  Fred  MacD.  Richardson  of  the  Penn- 
sylvania Hospital  announces  that  once  again 
we  will  have  the  Radio  Seminars.  These 
were  started  in  1959  as  a medical  educational 
experiment  at  the  specific  request  of  the 
Medical  Society  of  Delaware.  Participation 
of  the  first  year  was  limited  to  physicians  in 
Delaware.  The  series  was  highly  successful 
and  the  program  was  gradually  extended 
year  by  year  to  include  sixteen  hospitals  in 
Delaware,  New  Jersey  and  Pennsylvania.  Last 
year  there  were  over  one  thousand  physician 
participant  hours  in  Delaware  alone.  The 
project  is  now  an  official  educational  effort  of 
the  Pennsylvania  Hospital  Continuing  Medi- 
cal Education  Program  and  the  State  Depart- 
ments of  Health  of  Delaware,  Pennsylvania 
and  New  Jersey.  Because  the  program’s  costs 
are  underwritten  by  the  John  Hartford  Foun- 
dation and  the  cooperating  organizations, 
there  is  no  charge  to  participants. 

The  seminars  will  be  given  weekly  for 
twenty-four  Tuesdays  from  noon  to  1 p.m. 
beginning  October  12,  1965.  A two-way 
radio  hookup  will  carry  this  program  from 
the  Pennsylvania  Hospital  to  the  Wilmington 
General,  Kent  General,  Milford  Memorial, 
Beebe  and  Nanticoke  Hospitals.  For  the  first 
half  hour  the  physician  participants  will  listen 
to  a lecture  while  having  lunch.  During  the 
second  half  hour,  each  group  through  its  local 
moderator  will  ask  questions  of  the  lecturer 
directly. 

As  in  the  past,  twenty-four  hours  of  post- 
graduate credit  will  be  granted  participating 
members  of  the  Academy  of  General  Practice. 
The  program  will  be  found  equally  worthwhile, 
however,  by  all  practicing  physicians.  Those 
who  cannot  attend  the  hospital  sessions  can 
listen  (listen  only)  to  any  FM  radio  on  sta- 
tion WUHY,  90.9  on  the  FM  dial.  At  each 
hospital  session,  a mimeographed  outline  of 
the  lecture  will  be  furnished.  Those  who  plan 
to  listen  elsewhere  than  at  the  designated 


hospitals  may  obtain  these  outlines  by  mail 
weekly  by  requesting  the  series  from  Dr.  Fred 
MacD.  Richardson,  Pennsylvania  Hospital, 
8th  and  Spruce  Sts.,  Philadelphia. 

Schedule  of  Lectures: 

October  12 

Choice  of  and  Reasons  for  Newer  Anti- 
biotics, Robert  I.  Wise,  M.D.,  Magee  Pro- 
fessor of  Medicine,  Jefferson  Medical  Col- 
lege. 

October  19 

Herniated  Nucleus  Pulposus,  Thomas  W. 
Langfitt,  M.D.,  Head  Department  of  Neuro- 
surgery, Pennsylvania,  Hospital. 

October  26 

Gastrointestinal  Hemorrhage,  Rodman  B. 
Finkbiner,  M.D.,  Associate  Physician  to 
Pennsylvania  Hospital. 

November  2 

Etiology  of  Leukemias,  Edward  D.  Viner, 
M.D.,  Assistant  Physician  to  Out-Patients, 
Pennsylvania  Hospital. 

November  9 

Clinico-pathological  Conference. 

November  16 

Oral  Hypoglycemic  Agents,  Charles  T.  Lee, 
M.D.,  Adjunct  Physician  to  Pennsylvania 
Hospital. 

November  30 

Diagnosis  and  Treatment  of  Coma,  Robert 
J.  Gill,  M.D.,  Associate  Physician  to  Penn- 
sylvania Hospital 

December  7 

Pancreatic  Dysfunction,  C.  Wilmer  Wirts, 
Jr.,  M.D.,  Professor  of  Clinical  Medicine, 
Jefferson  Medical  College. 

December  14 

Neonatal  Jaundice,  John  H.  A.  Bomberger, 
M.D.,  Research  Fellow  in  Pediatrics,  Penn- 
sylvania Hospital. 

(Continued  on  Page  249) 
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IS  THE  AUTOPSY  DEAD? 

For  many  decades  following  the  monumen- 
tal pioneering  work  of  such  great  morpholo- 
gists as  Virchow  and  Rokitansky,  the  autopsy 
remained  the  great  bedrock  of  medical  science 
as  a teaching  tool  whereby  pathologic  an- 
atomy, long  the  be  all  and  end  all  of  both 
physicians  and  surgeons,  might  be  learned, 
and  also  as  a research  tool  whereby  new  dis- 
ease processes  might  be  studied.  Later  phy- 
sicians such  as  Cabot  increased  the  value  of 
the  autopsy  by  developing  clinicopathologic 
conferences,  using  autopsy  material  as  a basis 
for  close  cooperation  between  clinicians  and 
pathologists. 

In  recent  years,  it  has  been  suggested  that 
all  is  not  well  with  the  present  day  autopsy. 
Experimentalists  have  expressed  the  view  that 
little  is  to  be  gained  by  morphologic  descrip- 
tion either  gross  or  microscopic.  Indeed  in 
1955,  a distinguished  clinician  made  a slash- 
ing attack  on  the  autopsy  in  a guest  editorial 
suggesting  that  it  had  become  a chore  rather 
than  a scientific  challenge  and  autopsies 
should  perhaps  be  performed  by  clinicians 
with  more  direct  experimentation  being  made 
upon  the  autopsied  body.  This  attack  pro- 
duced a number  of  spirited  rejoiners  and  in 
March,  1965,  an  editorial  in  the  Journal  of 
the  American  Medical  Association  again  dis- 
cussed the  whole  subject  of  the  autopsy  and 
its  usefulness.  More  recently  a series  of  five 
articles  discussing  the  autopsy  appeared  in 
the  same  journal,  four  written  by  distinguished 
pathologists,  the  fifth  by  a clinician.  In  this 
same  issue  another  editorial  appeared  entitled 
“What  About  the  Autospy.”  In  view  of  all 
this  discussion,  it  is  obvious,  therefore,  that 
the  autopsy  is  in  the  spotlight. 

Part  of  the  present  unrest  may  stem  from 
the  fact  that  the  past  undue  emphasis  has 
been  placed  upon  the  autopsy  percentage 
rather  than  the  type  of  autopsy,  and  the  use 
made  of  the  information  which  become  avail- 
able. This  emphasis  has  been  fostered  by  the 
Joint  Commission  on  Accreditation  of  Hos- 
pitals by  specifying  acceptable  autopsy  per- 


centage rates.  Because  of  this,  it  is  usual  to 
try  to  obtain  autopsies  on  every  possible  case. 
It  is  easy  to  understand  the  lack  of  interest 
of  clinicians  and  pathologists  in  cases  such 
as  that  of  the  octogenarian  who  dies  from 
long  standing  cardio-vascular  disease;  a frac- 
tured hip  complicated  by  bronchopneumonia; 
or  simply,  senility,  even  though  autopsies  in 
such  cases  may  disclose  some  totally  unsus- 
pected disease.  The  autopsy  needs  close  co- 
operation between  clinician  and  pathologist 
if  it  is  to  be  effective.  At  the  present  time, 
apparent  lack  of  interest  of  the  clinician  has 
been  the  dispair  of  many  pathologists.  The 
Joint  Commission  on  Accreditation  of  Hos- 
pitals has  taken  notice  of  this  and  has  recently 
required  that  the  names  of  all  clinicians  at- 
tending the  autopsy  be  filed  as  part  of  the 
autopsy  protocol. 

To  the  writer  this  is  no  answer  to  the 
problem.  There  should  be  a thorough  review 
of  the  entire  subject.  Despite  critics,  the 
autopsy  remains  a superb  teaching  and  re- 
search tool.  To  those  who  would  say  that 
the  autopsy  is  dead  and  that  morphology  has 
served  its  useful  purpose,  one  can  only  reit- 
erate that  structure  and  function  still  go  hand 
in  hand,  and  that  pathologic  anatomy  is  a 
dynamic  ever-changing  subject.  In  the  latter 
case,  one  only  has  to  mention  the  variations 
brought  about  in  pathologic  processes  by  the 
newer  therapists  of  the  last  fifteen  years, 
such  as  changes  due  to  corticosteroids,  radi- 
ation, and  chemotherapeutic  drugs,  all  of 
which  have  produced  a variety  of  varying 
pathologic  patterns  many  of  which  are  as- 
sociated with  iatrogenic  diseases. 

In  order  to  increase  interest  in,  and  promote 
the  investigative  use  of  the  autopsy  in  the 
future,  full  use  must  be  made  of  modern  tech- 
nological advances.  As  noted  in  recent  ar- 
ticles, these  would  include  the  application  of 
bacteriological,  virological,  histochemical  and 
electron  microscope  techniques  to  the  autopsy. 
Full  employment  of  these  varying  techniques 
will  prove  expensive  and  in  order  to  minimize 
(Continued  on  Page  249) 
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KODIAK  BEAR  HUNT 


Frank  S.  Hassler,  M.D. 


After  months  of  planning,  here  I was  wing- 
ing my  way  toward  Kodiak  Island  in  a fully- 
loaded  Constellation — the  date  May  15,  1962. 
I chose  a spring  bear  hunt  because  the  pelts 
are  by  far  the  best  after  hibernation. 

We  landed  in  rain  at  Kodiak.  This  is  a 
land  of  unstable  weather,  squalls  and  frequent 
rain  are  the  rule  at  this  time  of  year.  After 
a pleasant  dinner  of  Alaskan  King  Crab,  we 
turned  in  early  at  the  Kodiak  Hotel.  The 
trip  to  the  main  camp  of  Hal  Waugh,  my 
outfitter,  (one  of  the  most  experienced  Alas- 
kan hunters  and  guides) , was  a flight  of  about 
100  miles.  This  flight  was  made  in  a Gru- 
man  Goose,  a combination  amphibious  and 
land  plane. 

The  main  camp  was  located  on  Deadman’s 
Bay  in  the  southwest  corner  of  Kodiak  Island. 

Hal  greeted  us  and  immediately  assigned 
me  to  my  guide,  Clark  Engle,  a rugged  six 
footer  who  is  an  Alaskan  trapper  when  not 
guiding.  The  plan  called  for  Clark  and  I to 
“back  pack”  to  a spike  camp  high  up  in  Uyak 
Pass.  The  proper  wearing  apparel  consisted 
of  hip  boots,  thermal  longies,  heavy  wool  shirt 
and  pants  and  rain  gear.  This  was  a rugged 
hike,  we  had  to  ford  many  small,  rapid  flow- 
ing rivers.  This  can  be  tiring,  the  submerged 
rock  are  slippery  and  the  current  swift. 

The  fact  that  this  was  bear  country  and 
some  of  the  best  in  North  America,  created 
an  air  of  expectant  anticipation  as  we  ap- 
proached each  new  area.  A bear  could  be 
anywhere,  and  most  frequently  when  least 
expected.  Great  care  and  constant  vigilance 


is  always  necessary,  as  it  could  be  extermely 
dangerous  to  surprise  a sow  and  cubs. 

The  sows  most  frequently  deliver  twins; 
single  births  are  more  rare  than  triplets.  The 
cubs  stay  with  their  mother  for  two  years, 
then  during  the  spring  mating  season,  the  boar 
must  first  drive  off  the  now  two-year-old,  al- 
most fully  grown  cubs,  before  the  honeymoon 
starts. 

We  observed  a most  interesting  courtship 
episode.  The  big  boar  was  walking  slowly 
behind  his  intended  when  suddenly  she 
wheeled  about  and  cuffed  the  big  fellow  a 
blow  that  would  have  felled  an  ox.  Then  in 
a most  unconcerned  almost  coquettish  man- 
ner walked  about  fifty  yards  ahead,  then 
looked  coyly  over  her  shoulder  and  waited 
for  her  “man”  to  catch  up.  My  guide  said, 
“See  that,  isn’t  that  just  like  a woman?” 

The  boar  will  fight  for  connubial  rights. 
We  saw  one  such  fight  between  two  monstrous 
fellows.  They  would  bellow  and  charge  at 
each  other  on  all  fours,  then  at  close  quarters 
would  rear  up  on  their  hind  legs  and  deliver 
sweeping  blows  with  either  paw.  This  was 
a magnificant  sight. 

The  physical  accomplishments  of  these 
magnificent  animals  are  almost  unbelievable. 
They  can  cover  one  hundred  yards  in  less  than 
five  seconds.  I watched  one  big  fellow  lope 
right  up  the  side  of  a mountain,  non  stop,  and 
disappear  over  the  crest  in  eight  minutes.  It 
would  take  a man  in  the  best  physical  shape 
four  hours  to  cover  the  same  ground. 
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As  I assimulated  these  facts  about  the  Alas- 
kan Brown  Bear,  I gained  great  respect  for 
this  anmial.  The  -largest  carnivore  on  earth. 

Each  day  we  would  hunt  a different  area, 
sometimes  watching  a bear  for  hours.  The 
guide  would  carefully  study  the  condition  of 
the  pelt,  the  size  and  sex.  It  is  most  desirable 
to  obtain  a mature  male.  A sow  with  cub  is 
no  legal  bear. 

All  about  are  deep  bear  “roads.”  These  are 
trails  which  have  been  used  for  hundreds  of 
years  by  these  great  bears.  In  fact,  on  some 
ridges,  the  individual  tracks  in  the  moss-like 
under  footing,  are  as  deep  as  20  inches.  Each 
bear  uses  the  same  foot  placements  when 
traveling  this  trail. 

On  the  morning  of  May  23,  1962,  we  spot- 
ted two  large  bears  high  up  on  the  side  of 
Pyramid  mountain.  We  were  on  the  opposite 
side  of  Uyak  Pass  and  after  evaluating  these 
bears,  we  decided  to  make  our  stalk,  as  one 
looked  to  be  a suitable  mature  male  with  a 
beautiful  brown  pelt.  The  bears  were  feeding 
and  moving  and  when  they  would  turn  toward 
us  we  would  have  to  freeze  in  a crouched  posi- 
tion, so  as  not  to  have  them  see  us. 

The  wind  was  in  our  favor,  but  the  going 
was  difficult.  We  had  to  cross  the  open  val- 
ley floor  which  was  covered  by  only  the  brown 
high  grass  of  Kodiak.  Once  we  had  to  squat 
quickly  as  one  of  the  bears  turned  toward  us. 
There  we  were  squatting  in  2 feet  of  ice 
water.  Sometimes  we  would  crawl,  some- 
times lying  flat  using  any  alder  growth  as 
cover.  The  distance  seemed  great,  but  it  was 
necessary  for  us  to  get  ahead  of  the  bears  and 
on  the  same  level,  without  detection.  The 
stalk  required  from  about  11  a.m.  until  3 
p.m.  My  guide  watched  carefully  the  pro- 
gress of  the  bears,  attempting  to  arrive  at  the 
best  possible  place  for  a decent  shot.  At  long 
last,  we  were  in  place.  Clark  said  the  sow 
will  appear  first  so  wait  for  the  big  fellow. 
Just  as  he  spoke,  the  sow  appeared  at  about 
one  hunderd  twenty  yards,  turned  quickly 
and  disappeared  down  the  slope.  Then,  “there 
he  was,”  stepping  out  just  as  the  sow  had  done 
a few  moments  before.  Clark  said,  “He’s  your 
bear  Doc,  bust  him.”  I fired  at  the  left  front 


Author  and  friend 


shoulder.  He  leaped  forward  and  disappeared. 
Then  I saw  him  again,  fired  two  more  shots 
into  the  same  area.  The  big  fellow  rolled 
head  over  heels  down  the  mountain.  We 
followed  quickly  expecting  to  find  our  bear. 
The  alders  and  grass  were  mashed  flat  but 
no  bear  in  sight.  One  the  other  side  of  the 
clearing  was  the  trail  of  blood  going  into  the 
alders. 

Clark  said,  “Doc  do  you  want  to  go  after 
him?”  “Sure,”  I said,  “That’s  why  I’m  here, 
let’s  go.”  Now  we  were  embarking  on  the 
most  dangerous  task  in  all  big  game  hunting, 
going  after  a wounded  Kodiak.  Now  the 
hunters  become  the  hunted  and  these  mortally 
wounded  bears  never  give  up  until  you  get 
them  or  they  get  you. 

The  trail  was  easy  to  follow  but  this  had 
to  be  done  with  extreme  care,  because  at  any 
time  this  1200  pound,  angry,  vicious,  beast 
could  come  charging  down  upon  us.  Finally 
Clark  hissed  those  simple  words,  “Here  he 
comes  Doc.”  I fired  twice  more  and  the  big 
fellow  slid  to  the  ground  coming  to  a stop 
twelve  feet  from  where  I stood. 

The  wet  pelt  weighed  one  hundred  thirty 
pounds.  This  was  back  packed  to  camp — by 
my  guide  — while  I carried  the  skull  and 
Clark’s  pack.  When  we  arrived  at  Spike 
Camp  at  11  p.m.,  we  were  exhausted  and 
happy! 
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Personal 

Glimpses 

William  0.  LaMotte,  Jr.,  M.D.,  is  one  of  a three-member  Consultant 
Committee  to  the  AMA  on  PL  89-97  (Medicare)  . . . John  M.  Levinson, 
M.D.,  will  talk  to  the  Brandywine  Lions  Club,  October  26,  on  problems 
of  the  civilian  population  of  Vietnam  . . . Bernadine  Z.  Paulshock,  M.D., 
is  attending  the  October  Postgraduate  Seminar  of  the  Endocrine  Society 
in  Miami  . . . Marvin  V.  Andersen,  Jr.,  M.D.,  has  been  elected  a Fellow 
of  the  American  College  of  Obstetricians  and  Gynecologists  . . . two  mem- 
bers serving  on  committees  for  the  American  Society  of  Internal  Medicine 
are  Robert  W.  Frelick,  M.D.,  Public  Relations;  Herbert  M.  Baganz,  M.D., 
Medical  Services  . . . 

Current  Speakers 
On  “Doctors’ 
House  Call” 

Member  speakers  scheduled  for  November  on  the  Tuesday  radio  program 
(11:05  a.m.,  WDEL)  sponsored  by  the  Medical  Society  of  Delaware  are: 
Nov.  2,  Robert  Meckelnburg,  Nuclear  Medicine;  Nov.  9,  Norman  L. 
Cannon,  Venereal  Disease;  Nov.  16,  R.  Douglas  Sanders,  Anesthesia;  Nov. 
23,  H.  Thomas  McGuire,  Alcoholism  . . . 

The  Fifty  Year 
Club  Of  Medicine 

The  objects  of  this  club  are  to  preserve  and  perpetuate  the  traditions 
of  the  medical  profession.  Eligible  doctors  are  cordially  invited  to  join 
by  sending  a membership  application.  Write  to:  Dr.  J.  H.  McCurry, 
Secretary,  Cash,  Arkansas.  The  next  meeting  and  luncheon  is  to  be  in 
Chicago  next  June,  (1966)  with  the  AMA. 

AMA  Handbook 

A Handbook  for  the  Medical  Staff,  Utilization  Review,  will  be  distributed 
to  the  chiefs  of  staff  of  all  non-federal,  short-term  and  other  special  hos- 
pitals and  to  state  and  local  medical  societies  to  assist  in  carrying  out  the 
recommendation  that  medical  staffs  of  hospitals  be  urged  and  assisted  to 
form  utilization  committees,  as  adopted  by  the  AMA  House  of  Delegates, 
December,  ’64. 

Hospitals  On 
The  Alert 

Hospitals  throughout  the  nation  are  facing  a new  hazard — the  threat  of 
a case  of  imported  smallpox’s  spreading  because  of  lack  of  immunity. 
Successful  vaccination  within  the  last  three  years  is  considered  adequate 
immunity.  All  hospitals  are  urged  to  maintain  a high  level  of  immuniza- 
tion since  hospital  personnel  would  be  the  first  to  come  in  contact  with  a 
smallpox  case  detected  at  the  port  of  entry.  Hospitals 

Cancer  And 
Pesticides 

Research,  financed  by  the  pesticides  program  of  the  P.H.S.,  will  be  under- 
way by  the  New  York  State  Department  of  Health  to  see  whether  pesti- 
cides may  have  been  a causitive  or  contributing  factor  in  the  more  than 
350,000  cancer  deaths  in  the  state  over  the  past  25  years. 

This  study  is  the  first  large-scale  effort  to  search  systematically  for 
changes  in  cancer  rates  that  may  have  resulted  from  the  increased  use  of 
pesticides  during  the  past  20  years.  Similar  analysis  will  be  made  of 
registry  records  on  120,000  living  persons  diagnosed  as  having  had  cancer 

246 


October,  1965 


In  Brief 


The  Month 
In  Washington 


The  Doctors’  Draft 


Licensing  Of 

Fissionable 

Materials 


during  the  past  5 years.  Particular  attention  will  be  given  to  cancers  of 
the  liver,  kidney  and  brain. 


A modified  version  of  the  controversial,  so-called  DeBakey  legislation  has 
been  signed  into  law.  The  legislation  was  amended  in  the  House — as 
recommended  by  the  AMA  to  make  it  less  objectionable  to  the  medical 
profession — but  even  so,  cannot  be  supported  by  the  AMA  because  they 
believe  “it  still  introduces  an  undesirable  concept.” 

A total  of  $340  million  in  federal  funds  will  be  available  during  the  next 
three  years  to  help  universities,  medical  schools,  research  centers  and 
other  public  or  nonprofit  institutions,  such  as  hospitals,  and  agencies  in 
(1)  planning,  (2)  conducting  feasibility  studies  and  (3)  operating  pilot 
projects  in  the  fields  of  heart  disease,  cancer,  stroke  and  related  diseases. 
The  original  bill  would  have  included  “other  major  diseases.” 

As  enacted  into  law,  the  programs  are  to  be  carried  out  “in  cooperation 
with  practicing  physicians.”  Patient  care  is  limited  to  that  “incident  to 
research,  training  or  demonstrations.”  No  patient  can  receive  such  treat- 
ment except  on  referral  of  a practicing  physician. 

Applications  for  federal  grants  for  final  approval  must  first  be  approved 
by  a local  advisory  committee.  Both  the  national  and  local  committees 
must  include  practicing  physicians. 

Present  federal  plans  call  for  starting  eight  regional  programs  during 
the  first  year  and  17  more  during  the  next  two  years.  As  of  this  writing, 
none  of  them  had  been  announced. 


A total  of  1,529  physicians  will  be  drafted  during  the  first  part  of  next 
year.  The  military  needs  in  Viet  Nam  made  necessary  an  increase  in  the 
doctors’  draft  over  the  852  called  last  January  and  the  1,000  in  January, 
1964.  The  1966  draft  will  cover  physicians  who  completed  their  intern- 
ships from  two  to  five  years  ago,  many  of  whom  now  are  in  private  prac- 
tice. All  those  drafted  will  be  given  an  opportunity  to  accept  officer 
commissions  before  induction. 


The  Atomic  Energy  Commission’s  regulations  under  which  the  individual 
states  may  license  the  possession  and  use  of  fissionable  materials  provides 
that  states,  which  have  an  agreement  transferring  part  of  the  AEC’s 
regulatory  authority  to  the  states,  may  license  quantities  of  fissionable 
materials  not  sufficient  to  form  a critical  mass — that  is,  a quantity  in- 
sufficient to  create  a chain  reaction. 

An  amendment,  effective  October  22,  will  provide  that  the  computation 
of  a critical  mass,  for  purposes  of  determining  whether  the  AEC  or  the 
state  will  license  the  user,  will  be  based  upon  the  total  quantity  at  a 
particular  plan  or  other  single  location  of  use.  Thus,  a licensee  who 
possesses  more  than  a critical  mass  of  fissionable  material  in  a state  could 
do  so  under  a state  license  so  long  as  he  does  not  have  a critical  mass 
quantity  at  any  single  location  at  any  one  time.  If  he  has  a critical  mass 
quantity  at  a single  location,  he  will  be  licensed  by  the  AEC. 
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Research 


Brief  Briefs 


More  About 
Pacemakers 


Clinical  Notices 
And  Meetings 


No  specific  testimony  was  offered  in  support  of  ten  new  bills  to  control 
supplies  of  laboratory  animals  in  a September  Congressional  hearing.  A 
summary  of  objections  to  the  problem  was  made  by  George  Wakerlin, 
M.D.,  legislative  chairman  of  the  National  Society  for  Medical  Research: 
1 ) The  proposed  laws  ignore  most  pet  stealing  and  also  ignore  the  affirma- 
tive needs  for  a legitimate  supply  of  animals  for  health  studies;  2)  the  bills 
are  discriminatory,  making  pet  stealing  a federal,  offense  only  when  done 
by  certain  persons;  3)  the  bills  are  incongruous  with  laws  prohibitng  lar- 
ceny of  all  types  and  governing  transportation  and  receipt  of  stolen  goods; 
4)  they  are  part  of  the  larger  effort  to  hamper  health  studies;  5)  propa- 
ganda to  promote  bills  has  been  substantially  false. 

• A competition  for  a $250  award  to  the  best  manuscript  submitted  by 
a medical  student,  intern  or  resident  on  any  subject  pertinent  to  occupa- 
tional health  has  been  announced  by  the  Central  States  Society  of  In- 
dustrial Medicine  and  Surgery.  The  contest  closes  at  midnight,  December 
31,  1965.  Contest  rules  may  be  obtained  from:  The  Industrial  Medical 
Association,  55  East  Washington  Street,  Chicago,  111.  60602. 

• The  Speakers  Bureau  of  Smith  Kline  and  French  Laboratories  has 
furnished  speakers  for  106  talks  to  Delaware  audiences  totalling  more 
than  9,100  persons.  All  speakers  are  volunteers  and  receive  no  compen- 
sation for  their  platform  appearances.  The  speeches  tell  the  story  of  the 
drug  industry’s  role  in  medicine. 

• Americans  will  buy  about  $60  million  worth  of  appetite  control  drugs 
this  year.  PMA  News  Release 

• American  heart  patients  who  have  been  fitted  with  implantable  elec- 
tronic pace-makers  need  have  no  fear  that  the  pace-maker  will  be  affected 
by  proximity  to  diathermy  machines,  neon  signs,  household  appliances, 
radios,  TV  sets,  or  other  electrical  or  electronic  apparatuses  that  emit 
radio  frequencies.  The  National  Heart  Institute  states  that  the  pace- 
maker manufactured  and  available  in  this  country  have  been  repeatedly 
tested  and  found  completely  free  of  susceptibility  to  outside  interference. 
This  statement  was  prompted  by  a recent  paper  published  in  the  British 
Medical  Journal.  The  publicity  failed  to  indicate  that  the  findings  of 
radio  frequency  interference  applied  only  to  two  pace-makers  of  foreign 
manufacture.  Those  currently  in  clinical  use  in  the  U.S.  are  completely 
implantable  and  are  powered  by  life-long  batteries  that  need  replacement 
only  every  few  years. 

The  Scientific  Assembly  program  of  the  Interstate  Postgraduate  Medical  Association 
of  North  America  will  be  held  in  Cleveland,  November  15-18.  The  meeting  provides 
21  hours  of  AAGP  Credit.  Full  details  may  be  secured  by  writing  Alton  Ochsner, 
M.D.,  Box  109,  Madison,  Wisconsin  53701. 

Western  Hemisphere  Nutrition  Congress  will  be  held  November  8-11  at  the 
Edgewater  Beach  Hotel,  Chicago.  The  Medical  Society  office  will  supply  details 
of  the  program  on  request. 

The  Asthmatic  Center  of  Children’s  Heart  Hospital,  Philadelphia,  will  hold  its  4th 
Annual  Asthma  Symposium  on  November  3 and  4.  AAGP  Credit.  Address  inquiries 
to:  Leonard  S.  Girsh,  M.D.,  3701  N.  Broad  Street,  Philadelphia,  Pa. 
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HEPATIC  COMA 

(Continued  from  Page  233) 
caval  shunting  for  bleeding  varices  secondary 
to  post  necrotic  cirrhosis.  He  was  unable  to 
tolerate  more  than  20  gm.  of  protein  daily 
even  with  the  use  of  neomycin.  The  second 
was  a 63  year  old  man  with  a similar  phe- 
nomenon following  a portocaval  shunt.  His 
underlying  disease  was  Laennec’s  cirrhosis. 
Both  patients  had  severe  lethargy  and  mental 
confusion. 

There  was  marked  improvement  almost  im- 
mediately following  colon  exclusion  and  at 
present  both  are  tolerating  60-70  gms.  of 
protein  without  difficulty.  This  then,  is  a 
procedure,  worthy  of  serious  consideration. 


IS  THE  AUTOPSY  DEAD? 

(Continued  from  Page  243) 
the  expense  and  keep  the  volume  of  work 
within  bounds,  it  would  seem  proper  to  limit 
the  amount  of  work  spent  on  the  bulk  of 
autopsy  material,  say  perhaps  85%  of  it,  to 
giving  a summarized  gross  description  with 
a minimum  of  microscopic  findings,  and  a 
final  diagnosis.  The  remaining  15%  or  so 
cases  selected  for  their  interest  and  research 
potential  would  be  studied  by  all  the  methods 
available.  By  so  doing,  there  would  be  a re- 
surgence of  interest  in  the  autopsy  and  a 
tremendous  surge  of  research  activity  might 
be  expected  with  a concommitant  increase  in 
the  use  of  the  autopsy  as  an  educational  tool. 

Under  these  circumstances  the  answer  to 
the  question  posed  as  a heading  to  this  edi- 
torial would  be  a resounding  “No!” 

J.W.A. 


References  will  be  supplied  by  the  Journal  on  request. 


THE  RADIO  SEMINARS 

(Continued  from  Page  242) 

January  4 

Pyelonephritis,  John  J.  Murphy,  M.D., 
Professor  of  Urology,  School  of  Medicine, 
University  of  Pennsylvania. 

January  11 

Gout  and  Gouty  Arthritis,  Richard  T. 
Smith,  M.D.,  Physician  to  Pennsylvania 
Hospital. 


January  18 

Physiologic  Approach  to  Chronic  Pulmon- 
ary Disease,  Howard  N.  Baier,  M.D.,  As- 
sociate Professor  of  Medicine,  Temple  Uni- 
versity School  of  Medicine. 

January  25 

Intensive  Care  Unit,  Eugene  H.  Kain,  M.D., 
Attending  Surgeon,  Cooper  Hospital. 
February  1 

Implications  of  Splenomegaly,  John  W. 
Frost,  M.D.,  Director  Division  of  Medicine, 
Pennsylvania  Hospital. 

February  8 

Digitalis  Intoxication,  Joseph  B.  Vander 
Veer,  M.D.,  Cardiologist  and  Physician  to 
Pennsylvania  Hospital. 

February  15 

Diuretics  and  Treatment  of  Edema,  Nor- 
man Makous,  M.D.,  Associate  Cardiologist 
to  Pennsylvania  Hospital. 

February  22 

Pulmonary  Emboli,  George  Ross  Fisher, 
M.D.,  Assistant  Physician  to  Pennsylvania 
Hospital. 

March  1 

Hiatal  Hernia,  John  Y.  Templeton,  III, 
M.D.,  Director  Division  of  Surgery,  Penn- 
sylvania Hospital. 

March  8 

Management  of  Portal  Hypertension,  W. 
Paul  Havens,  Jr.,  M.D.,  Professor  of  Medi- 
cine, Jefferson  Medical  College. 

March  15 

Camden  County  Stroke  Program,  Bascom 
Waugh,  M.D.,  Assistant  Physician,  Cooper 
Hospital. 

March  22 

Clinical  Alterations  in  Renal  Physiology, 
James  E.  Clark,  M.D.,  Assistant  Professor 
of  Clinical  Medicine,  Jefferson  Medical  Col- 
lege. 

March  29 

Clinico-pathological  Conference 
April  5 

Changes  in  Approach  to  the  Treatment  of 
Shock,  Benjamin  Bacharach,  M.D.,  Assist- 
ant Surgeon  to  Pennsylvania  Hospital. 
April  12 

Treatment  of  Lymphomas,  Edward  D. 
Viner,  M.D.,  Assistant  Physician  to  Out- 
Patients,  Pennsylvania  Hospital. 
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NATIONAL  HEADACHE  * Tired  MOM 


The  weariest  mother  in  the  U.S.  is  between 
30  and  40  and  has  two  children.  This  was 
one  of  the  little  known  facts  Dr.  Leonard 
Lovshin,  head  of  the  Cleveland  Clinic’s  In- 
ternal Medicine  Department,  detailed  for  the 
guest  luncheon  of  the  Auxiliary  to  Lima  and 
Allen  County  Academy  of  Medicine  (Ohio). 
In  a scientific  survey  of  211  women,  60  of 
whom  were  mothers,  Dr.  Lovshin  found  that 
48  of  the  mothers  claimed  fatigue.  His 
humorous  analysis  of  the  “Tired  Mother’s 
Syndrome”  romped  over  the  “ disease  of  in- 
ability to  say  no”  to  any  activity  or  group 
and  ploughed  through  the  furrows  of  “ worry- 
ing about  what  we  have  to  do”  Dr.  Lovshin 
used  satirical  cartoon  slides  and  graphs  to 
paint  paralells  mong  all  mothers. 

“I’ve  come  to  the  conclusion,”  he  said,  “that 
tiredness  is  not  directly  related  to  what  we 
do  as  to  the  amount  of  time  we  worry  about 
doing  it.  Certainly,  fatigue  occurs  in  propor- 
tion to  how  much  energy  we’re  born  with  and 
how  much  we  spend.  This  thing  we  call 
drive,  I’m  sure,  is  an  inborn  thing.” 

An  expert  on  headaches,  Dr.  Lovshin  be- 
lieves that  in  fatigue’s  most  common  form  it 
afflicts  the  conscientious  type  mother  more 
than  any  other,  the  one  who  cannot  say  “no.” 
He  noted  there  are  legitimate  reasons  for  a 
mother’s  tiredness.  “Actually,  one  needs  no 
psychoanalysis,”  he  explained,  “to  see  that 
a mother  who  works  16  hours  a day,  has  no 
union  and  seldom  has  a vacation  will  be 
fatigued  . . . And  then  today  there’s  this  new 
kind  of  vacation — togetherness — where  the 
mother  pitches  the  tent  and  makes  the  camp- 
fire.” 

Another  thing  that  makes  for  tired  mothers, 
Dr.  Lovshin  quipped  is,  “they  live  with  hus- 
bands— I haven’t  seen  a wonderful  husband 
yet.  Anyone  of  you  who  has  a nice  ordinary, 
horrible  husband  is  pretty  lucky.” 


Speaking  in  a more  serious  vein,  Dr.  Lov- 
shin maintained  that  “It’s  not  the  usual 
chores  like  scrubbing  floors  which  make  a 
woman  tired,  it’s  the  monthly  calendar  of 
activities  . . . something  going  on  almost  every 
day.”  He  added,  “Physical  work  is  nothing. 
Even  chopping  wood  isn’t  hard  when  your 
muscles  are  in  shape.  What  makes  you  tired 
are  all  of  these  other  things.  Once  Dad  was 
the  big  thinker  who  made  all  of  the  decisions. 
Decisions  tire  you  out,  the  100  you  make 
every  day.  I think  it  was  easier  the  other 
way.” 

The  expert’s  treatment  for  the  syndrome 
of  fatigue  “falls  into  several  categories,”  he 
said.  “Assuming  you  do  have  a physical 
checkup  and  it  proves  you’re  okay,  then  there 
is  always  the  substitution  method  of  treat- 
ment . . . find  something  minor  wrong  and 
treat  it.” 

Other  “cures”  advanced  by  Dr.  Lovshin 
included  “ getting  rid  of  that  chairmanship — 
that  will  perk  you  up  . . . buying  a new  hat 
or  dress,  getting  a report  card  with  all  A’s 
from  your  child  or  getting  away  from  home 
once  in  a while.” 

Holding  nothing  sacred,  Dr.  Lovshin  punc- 
tured the  balloons  of  vitamins  and  tranquil- 
izers. “Tranquilizers  are  very  good  medicine 
for  tired  mothers,”  he  explained,  “but  you 
need  to  give  them  to  the  kids,  fathers  and 
the  dog,  too.” 

Physician  wives  came  in  for  a quick  couch- 
type  analysis.  “Everyone  thinks  a doctor’s 
wife  has  it  made,”  he  said.  “That’s  a lie, 
too.  She’s  usually  the  last  to  be  treated  and 
then  she’ll  get  sample  medicines,  the  newest 
ones.” 

Reprinted  from  Ohio  Medical 
Auxilary  News — January  1965 
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DELAWARE’S  MENTAL  HEALTH  PLAN 


• The  following  three  summaries  of  additional 
chapters  to  be  added  to  Delaware’s  mental  health 
plan  are  presented  by  the  State  Commissioner  of 
Mental  Health.  The  author  believes  that  a 
review  and  reaction  by  the  Delaware  medical 
community  are  important  because  of  the  great 
social  and  medical  implications  of  these  problems. 

Daniel  Lieberman,  M.D. 


DRUG  ADDICTION 


Narcotic  drug  addiction  represents  a seri- 
ous medical  and  social  problem  in  this  coun- 
try, particularly  in  the  large  metropolitan 
areas.  In  the  State  of  Delaware,  the  problem 
affects  relatively  few  individuals.  Most  nar- 
cotic addicts  are  from  subcultural  groups, 
although  all  socio-cultural  groups  have  been 
affected.  Heroin  is  the  usual  narcotic  that 
is  taken  and  teenagers  and  young  adults  are 
most  commonly  involved.  One  of  the  serious 
complications  of  narcotic  addiction  is  that 
these  individuals,  in  order  to  sustain  their 
habit,  must  engage  in  antisocial  and  illegiti- 
mate activities  in  order  to  raise  the  money 
to  purchase  the  drug.  Many,  if  not  most  of 
these  people,  had  already  become  engaged  in 
antisocial  and  illegal  activities  before  becom- 
ing drug  addicts.  Prevention,  therefore,  lies 
in  the  various  educational  programs  which 
aim  at  the  elimination  of  poverty,  ignorance, 
and  social  disengagement.  ' 

It  is  possible  for  a person  addicted  to  nar- 
cotics to  receive  treatment  at  the  Delaware 
State  Hospital,  providing  he  wishes  treat- 
ment. More  often,  drug  addicts  are  discovered 


Dr.  Lieberman  is  Commissioner,  State  Department  of  Mental 
Health. 


in  correctional  facilities  as  a result  of  being 
apprehended  for  illegal  activities.  The  treat- 
ment of  narcotic  addicts  requires  both  medi- 
cal and  social  intervention.  Hospital  treat- 
ment in  most  cases  will  not  be  effective  unless 
there  is  adequate  follow-up  with  continued 
medical  support  and  social  readjustment. 
However,  narcotic  addiction  in  and  of  itself 
should  not  relieve  an  individual  of  responsi- 
bility for  his  actions.  Those  individuals  who 
have  demonstrated  continual  illegal  and  anti- 
social activities,  in  addition  to  their  narcotic 
addiction,  should  receive  medical  treatment 
within  a correctional  facility.  Perhaps  the 
brightest  picture  presented  in  the  treatment 
of  narcotic  addiction  is  that  type  of  program 
uilizing  ex-narcotic  addicts  in  the  administra- 
tive framework  of  the  program  with  the 
treatment  being  carried  out  in  a therapeutic 
living  arrangement.  A good  example  of  such 
a program  is  that  of  Daytop  Village,  Inc.,  on 
Staten  Island. 

A more  extensive  but  less  publicized  prob- 
lem is  that  of  non-narcotic  drug  habituation. 
The  most  common  drug  taken  is  amphetamine 
in  one  form  or  another.  Barbiturates  are  also 
commonly  used.  These  drug  users  fall  into 
all  social  categories,  including  thrill-seeking 
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teen-agers,  truck  drivers,  and  unhappy  house- 
wives. In  almost  all  cases,  serious  personality 
disorders  are  associated  with  the  drug  habit. 
These  people  require  psychiatric  treatment 
which,  in  most  cases,  can  be  carried  out  on 
an  out-patient  basis.  However,  the  more 
serious  cases  require  hospitalization  for  a 
period  of  time.  It  is  not  unusual  for  a psy- 
chosis to  develop  with  prolonged  or  excessive 
drug  intake. 

MENTAL  RETARDATION 

A condition  affecting  approximately  15,000 
Delawareans  is  that  of  mental  retardation. 
It  may  be  associated  with  one  of  many  ill- 
nesses with  various  and  numerous  causes.  The 
problem  is  of  such  magnitude  that  a special 
planning  group  is  directing  its  attention  to 
this  subject  entirely  and  a report  will  be  forth- 
coming at  a later  date.  The  vast  majority  of 
mentally  retarded  individuals  do  not  require 
specialized  medical  supervision  of  any  kind, 
but  do  require  recognition  and  assistance  by 
many  public  and  private  service  agencies 
in  order  to  minimize  the  handicap  of  mental 
retardation.  The  particular  public  service 
agencies  concerned  with  the  mentally  retard- 
ed include  the  Boards  of  Education,  Employ- 
ment Security  Commission,  State  Park  Com- 
mission, State  Department  of  Public  Welfare, 
State  Board  of  Health,  and  various  county, 
municipal  and  voluntary  agencies. 

The  State  Department  of  Mental  Health 
has  a responsibility  for  those  mentally  re- 
tarded who  require  medical  attention  as  well 
as  those  individuals  with  mental  retardation 
of  such  severe  degree  that  they  require  day 
care  or  residential  facilities.  Of  those  requir- 
ing medical  attention,  a large  number  require 
psychiatric  assistance  for  emotional  disorders 
associated  with  mental  retardation.  Since 
medical  treatment  of  the  mentally  retarded 
is  often  long-term,  all  of  the  associated  serv- 
ices which  contribute  to  the  development  of 
the  individual  must  be  utilized  in  the  medical 
program.  These  include  education,  social 
training  and  rehabilitation  activities. 

The  long-term  picture  of  mental  retarda- 
tion will  be  improved  only  through  adequate 


This  entire  problem  of  inappropriate  use 
of  narcotics  or  habituating  drugs  requires 
close  scrutiny  by  all  of  us,  including  the 
medical  and  legal  professions,  voluntary 
health  agencies,  and  the  judiciary.  A sym- 
posium on  drug  addition  on  October  19,  1965, 
was  a step  toward  the  development  of  a better 
understanding  and  the  establishment  of  co- 
ordinated services  to  more  effectively  meet 
the  challenges  it  presents. 


research  activities  and  the  effective  utilization 
of  adequate  numbers  of  trained  professional 
personnel  in  the  various  therapeutic  programs. 
The  State  of  Delaware  can  and  should  con- 
tribute its  small  share  to  research  activities, 
although  by  far  the  major  portion  of  this  will 
be  accomplished  at  the  large  medical  centers 
and  other  research  centers. 

The  medical  treatment  program  for  the  re- 
tarded takes  place  to  some  extent  in  the 
mental  hygiene  clinics  of  the  state,  but  the 
great  majority  of  mentally  retarded  receive 
medical  treatment  at  the  Hospital  for  the 
Mentally  Retarded  in  Georgetown.  Prior  to 
hospitalization,  every  invidivual  is  carefully 
screened  from  both  the  medical  and  social 
standpoint  to  determine  the  most  appropriate 
resource  for  his  treatment.  Some  patients 
with  severe  mental  retardation  who  are  able 
to  live  at  home  can  receive  training  in  the 
Day  Care  Centers  throughout  the  state  and 
their  medical  program  can  be  supported 
through  private  physicians,  the  Division  of 
Crippled  Childrens’  Services  of  the  State 
Board  of  Health,  or  other  medical  facilities. 

The  trend  of  admissions  to  the  Hospital 
for  the  Mentally  Retarded  indicates  that  the 
patients  being  admitted  are  more  severely 
retarded  and  more  seriously  physically  handi- 
capped, and  need  a wide-range  of  medical 
and  nursing  services.  It  becomes  apparent 
that  a requirement  for  the  immediate  future 
is  a public  hospital  unit  to  take  care  of  this 
group  of  individuals.  Such  a unit  is  probably 
best  located  in  the  Wilmington  area  near  the 
general  hospitals  so  that  it  will  be  readily 
accessible  to  the  majority  of  the  families 
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served  and  can  make  use  of  the  medical 
facilities  in  Wilmington.  A close  liaison  can 
and  should  be  established  with  the  Child 
Diagnostic  and  Development  Center  of  Dela- 
ware, located  in  Wilmington. 

The  Day  Care  Centers  should  be  encour- 
aged to  expand  to  meet  the  growing  demand 
for  services,  and  within  the  next  five  year 
period,  based  on  the  existing  demand  for 
services,  should  double  their  capacities. 

While  it  is  not  possible  to  go  into  the 
problem  of  mental  retardation  in  depth,  our 
information  indicates  that  there  are  im- 
portant directions  that  must  be  taken,  and 
it  is  hoped  that  by  working  with  the  Planning 
Committee  on  mental  retardation  these  ob- 
jectives will  be  shared  by  that  committee: 

1.  Continued  improvement  of  the  quality  of  care 
and  treatment  at  the  Hospital  for  the  Mentally 
Retarded  at  Georgetown. 

2.  Development  of  a special  200-bed  hospital  unit 
for  severely  retarded  and  multiple  physically 
handicapped  in  the  Wilmington  area. 

MENTALLY  ILL  OFFENDER 

Society  today  recognizes  that  many  indi- 
viduals who  are  pre-disposed  to  behavior  of 
an  antisocial  nature  may  have  associated 
mental  disturbances  which  require  psychiatric 
treatment.  The  whole  issue  of  legal  respon- 
sibility is  intertwined  with  the  scientific 
knowledge  of  the  causes  of  human  behavior. 
This  plan  does  not  wish  to  make  recommenda- 
tions concerning  the  issue  of  responsibility 
but  does  believe  that  proper  facilities  and 
programs  should  be  developed  for  those  in- 
dividuals who  require  psychiatric  treatment 
regardless  of  whether  or  not  they  have  been 
convicted  of  a crime. 

There  are  those  individuals  who  have  a 
demonstrated  behavior  pattern  of  antisocial 
activities  who  are  dangerous  to  other  people 
or  who  have  demonstrated  a personality  dis- 
order which  makes  them  a potentially  as- 
saultive or  homicidal.  Individuals  of  this 
nature  who  require  treatment  should  be  treat- 
ed in  a psychiatric  facility  within  a correc- 
tional setting  where  maximum  security  mea- 
sures can  be  imposed  without  hindering  the 


3.  A doubling  of  the  capacity  of  the  Day  Care 
Centers  during  the  next  five  years. 

4.  Development  of  additional  family  care  homes 
for  the  mentally  retarded  who  cannot  live  in 
their  own  homes. 

5.  Development  of  ‘boarding  home”  placements 
for  the  mentally  retarded  who  can  utilize  the 
therapeutic  benefits  of  socialization. 

6.  Development  of  additional  classes  for  educable 
and  trainable  retarded  in  the  schools,  especially 
in  Kent  and  Sussex  Counties. 

7.  Increased  training  of  teachers  and  other  pro- 
fessional personnel  who  work  with  the  mentally 
retarded  with  the  University  of  Delaware  and 
Delaware  State  College  assuming  some  leader- 
ship in  this  program. 

8.  Expended  rehabilitation  services  for  retardates 
throughout  the  state;  expanded  use  of  the 
Opportunity  Center  by  retardates. 

9.  The  development  of  an  interagency  council  ap- 
pointed by  the  Governor  and  consisting  of  the 
commissioners  and  directors  of  the  depart- 
ments of  mental  health,  public  health,  pubic 
welfare,  education,  employment,  and  recreation 
and  other  key  agencies  to  insure  continued 
responsibility  by  all  concerned  public  and 
private  agencies  in  the  development  of  programs 
for  the  retarded  in  Delaware. 


basic  program  of  the  facility.  Under  these 
circumstances  the  Department  of  Corrections 
would  accept  responsibility  for  the  custody 
of  the  patient  while  the  Department  of  Mental 
Health  might  assume  the  responsibility  for 
treatment  of  the  patient  by  supplying  ap- 
propriate psychiatric  and  paramedical  staff. 

For  those  individuals  who  require  psychia- 
tric treatment  but  whose  antisocial  behavior 
is  such  that  it  is  unlikely  to  cause  danger  to 
life  or  limb,  of  other  individuals,  the  require- 
ment for  maximum  security  is  non-existent 
and  therefore  such  individuals  could  be 
treated  within  a psychiatric  facility  of  the 
Department  of  Mental  Health  where  the 
minimal  security  necessary  would  not  inter- 
fere with  the  basic  program  of  the  agency. 
The  determination  of  which  individual  re- 
quires maximum  security  and  which  individ- 
ual may  be  treated  within  the  Department  of 
Mental  Health  can  be  made  by  the  profes- 
sional staff  of  the  Department  of  Mental 
Health. 

(Continued  on  Page  275) 
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HOSPITAL  FOR  CHILDREN  AND  ADOLESCENTS 

• The  importance  of  a service  to  provide  a 
thorough  clinical  study  for  the  classification  and 
treatment  of  serious  behavior  problems  of  children 
and  adolescents  since  many  underlying  causes 
can  produce  similar  symptoms. 


Governor  Bacon  Health  Center’s  Psychia- 
tric Division  for  Children  and  Adolescents  is 
the  only  institution  in  the  State  of  Delaware 
devoted  to  Psychiatric  Hospital  treatment  of 
mentally  ill  children  and  adolescents.  The 
Center  itself  is  a multi-purpose  Mental  Hos- 
pital, part  of  the  Delaware  State  Department 
of  Mental  Health.  Its  Psychiatric  Division 
for  Children  and  Adolescents  is  divided  into 
10  cottages  each  with  10  beds  for  the  less 
seriously  ill  patients  and  a separate  Psychi- 
atric Intensive  Care  Unit. 

This  paper  is  concerned  withe  psychiatric 
aspects  of  the  “Psychiatric  Intensive  Care 
Unit.”  This  unit,  up  until  the  last  year,  had 
a bed  capacity  of  only  14.  Through  a Fed- 
eral Hospital  Improvement  Grant,  awarded  to 
the  Center  by  the  National  Institute  of 
Mental  Health  in  summer  of  1964,  we  were 
able  to  remodel,  modernize  and  enlarge  the 
unit  to  a bed  capacity  of  46.  The  grant  also 
enabled  us  to  separate  the  psychiatric  ser- 
vices for  children  and  adolescents  in  the  unit 
from  the  services  of  geriatrics,  crippled  and 
epileptic  patients  of  different  ages,  and  to 
have  a staff  solely  working  in  the  unit  with- 
out having  to  give  services  to  various  other 
kinds  of  patients  at  the  same  time. 

The  renovated  Psychiatric  Unit  was  opened 
in  the  fall  of  1964.  This  “Psychiatric  Inten- 
sive Care  Unit”  is  housed  on  the  first  floor 
of  the  “Tilton  Building.”  The  unit  is  self- 
contained  and  has  no  connection  with  the 


Dr.  Voegele,  formerly  Superintendent,  Governor  Bacon  Health 
Center,  is  in  private  practice,  Wilmington.  Dr.  Kaendler  is  on  the 
Staff  of  the  Governer  Bacon  Health  Center. 


George  E.  Voegele,  M.D. 

Albrecht  Kaendler,  M.D. 

geriatric  patients  on  the  second  floor  of  the 
same  building.  Through  the  grant,  we  were 
able  to  create  a friendly  therapeutic  milieu 
by  using  bright  and  cheerful  colors,  quite 
different  from  the  previous  institutional  at- 
mosphere with  its  grayish  dark  colors. 

Playrooms,  dining  rooms,  an  arts  and  crafts 
department,  lounges,  visiting  rooms  and  ade- 
quate bedrooms  were  added  so  that  a more 
“homelike  atmosphere”  was  achieved.  On 
the  outside  several  new  play  and  recreation 
areas  with  sandboxes,  swings  and  “jungle 
gym”  were  built.  By  dividing  the  patients 
on  the  male  and  female  wards  into  smaller 
groups,  which  is  done  on  an  entirely  individ- 
ual basis  according  to  age,  illness,  personality 
structure,  etc.,  we  can  place  the  patients  in 
the  proper  peer  group. 

The  patients  in  the  psychiatric  unit  range 
in  age  from  4 to  18  years.  Generally,  we  do 
not  admit  patients  beyond  the  age  of  16. 
However,  if  a patient  is  already  at  the  Center 
and  needs  prolonged  treatment,  we  are  able 
to  keep  this  patient  up  to  the  age  of  18.  The 
age  range  of  our  patients  covers  the  fields 
of  child-psychiatry  and  adolescent-psychiatry. 
Adolescent-psychiatry  is  as  different  from 
child-psychiatry  as  it  is  from  adult-psychia- 
try. Each  age-group  poses  age-specific  prob- 
lems, as  the  normal  development-phases  in 
childhood  and  adolescence  result  in  differ- 
ences in  the  symptoms  of  mental  disorders. 
This  in  turn  demands  different  treatment- 
approaches  and  requires  the  staff’s  undivided 
attention  to  achieve  greater  understanding 
of  the  mental  and  emotional  problems  of 
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these  two  age-groups,  in  order  to  achieve  a 
more  effective  treatment.  We  always  at- 
tempted to  maintain  the  highest  standards 
for  a wide  range  of  professional  services  in 
the  Psychiatric  Unit  for  the  benefit  of  the 
patients. 

The  main  function  of  the  unit  is  two-fold: 
first,  to  do  the  diagnostic  workup  on  the 
newly  admitted  patient,  and  second,  to  give 
intensive  psychiatric  treatment  to  the  more 
seriously  ill  child  and  adolescent.  Special 
reference  is  made  here  to  the  psychotic  and 
the  severely  neurotic  child. 

Report  Statistics 

The  period  of  time  which  is  covered  by  this 
report  extends  from  the  opening  of  the 
modernized  and  enlarged  unit  in  the  fall  of 
1964  through  the  end  of  July  1965.  During 
this  time,  there  were  three  psychiatrists  work- 
ing in  the  unit.  All  these  psychiatrists  were 
fully  licensed  to  practice  medicine  in  Dela- 
ware, had  completed  their  psychiatric  resi- 
dency training,  and  had  had  special  experi- 
ence with  mentally  ill  children  and  adoles- 
cents. Two  of  the  psychiatrists  were  certified 
by  the  American  Board  of  Psychiatry  and 
Neurology,  and  the  third  was  board  eligible. 
Additional  services  were  provided  by  a full 
time  staff-pediatrician  and  by  the  excellent 
consulting  staff  which  visits  the  hospital  on 
a regular  basis  (internal  medicine,  neurology, 
surgery,  endocrinology,  orthopedics,  derma- 
tology, gynecology,  urology,  and  dentistry). 
The  psychiatrist  in  charge  of  the  unit  cor- 
ordinated  the  services  of  the  other  physicians 
and  staff  members,  since  both  the  diagnostic 
and  the  treatment  program  require  the  con- 
tinuous integration  of  all  services.  One  full 
time  qualified  psychologist  and  one  full  time 
social  worker  with  an  MSW  degree  were  at- 
tached to  the  unit.  The  psychiatric  nursing 
staff  consisted  of  registered  nurses  and  psy- 
chiatric aides.  The  aides  were  selected  upon 
their  special  aptitudes  for  working  with  chil- 
dren, based  on  their  personality  and  experi- 
ence. 

The  nursing  personnel  is  in  close  24  hour 
contact  with  the  patients  and  is  of  utmost 
importance  for  the  rehabilitation  and  treat- 


ment program.  In  the  past,  our  nurses  had 
only  a part-time  function  on  the  psychiatric 
unit.  Now,  with  the  full  time  assignment, 
made  possible  by  the  help  of  the  grant,  the 
nurse  has  become  the  most  helpful  person 
for  the  evaluation  and  the  treatment  of  the 
patient.  Under  the  nurse’s  guidance,  the 
children  are  introduced  into  well  balanced  and 
well  structured  activities  which  include  every- 
thing from  plays,  games,  outside  activities 
to  chores  such  as  taking  care  of  ones  own 
belongings,  setting  the  table,  making  the 
beds  etc.  Thus  the  child  is,  from  the  first 
day  on,  faced  with  a group  living  experience, 
in  which  mutual  respect  and  consideration 
are  two  of  the  most  important  aspects.  This 
helps  to  create  a therapeutic  milieu  giving 
the  patient  an  emotionally  corrective  experi- 
ence. 

With  full-time  nurses  on  duty  and  more 
aides  and  better  physical  facilities,  as  pro- 
vided by  the  grant,  we  were  able  to  make 
more  effective  use  of  all  modern  psychiatric 
treatment  modalities.  These  include  psycho- 
therapy, pharmaco-therapy,  electro-shock 
treatment,  insulin  shock  treatment,  C02 
treatment  and  hypno-therapy. 

All  these  therapies  were  selected  as  dic- 
tated by  good  medical  practice  and  were  ap- 
plied in  the  best  interest  of  the  individual 
patient.  The  organic  therapies,  such  as  shock- 
treatment,  were  used  rarely  and  only  for 
severe  psychotic  reactions  in  the  older  ado- 
lescent-group in  which  other  forms  of  treat- 
ment were  not  successful.  This  corresponds 
to  the  fact  that  pictures  of  schizophrenia, 
approximating  those  in  adults,  are  more  fre- 
quent in  later  adolescents.  After  the  crganic 
therapy  had  improved  the  patient’s  condition, 
psycho-therapy  was  applied.  Pharmaco-ther- 
apy was  utilized  generally  to  help  maintain 
the  patients  in  a suitable  condition  for  ef- 
fective psycho-therapeutic  intervention.  In 
addition,  it  was  also  helpful  in  controlling 
major  destructive  tendencies.  However,  the 
basis  of  our  treatment  program  was  dynamic- 
ally oriented  psycho-therapy,  both  as  individ- 
ual and  group  psycho-therapy.  The  healing 
forces  of  the  therapeutic  milieu  where  the 
staff  and  the  patient  form  a therapeutic 
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society  were  also  important  for  the  treatment. 
In  the  unit,  group-psycho-therapy  has  proven 
to  be  most  applicable  because  the  patients 
can  be  approached  informally  during  the  daily 
morning  and  afternoon  rounds  of  the  ward 
physician.  The  advantage  is  that  the  patients 
are  engaged  in  the  discussion  before  they 
even  know  it  and  do  not  have  to  be  called 
from  different  wards  or  cottages  to  form  a 
somewhat  congenial  group. 

In  addition  to  the  informal  psycho-therapy 
groups,  we  also  utilized  formal  therapy  groups 
which  met  regularly.  In  all  these  groups,  such 
vehicles  as  discussion,  group  activities  and 
ventilation  of  emotion,  sometimes  in  a modi- 
fied form  of  psycho-drama,  were  employed. 
We  also  used  the  different  social  groups  which 
the  patients  formed  spontaneously  among 
themselves  for  treatment  opportunities  and 
for  obtaining  significant  information. 

Individualized  Treatment 

Generally,  we  designed  for  each  patient  an 
individualized  treatment  approach  rather 
than  following  a stereo-typed  program  which 
slavishly  subordinates  the  living  individual 
patient  under  theoretical  orthodox  beliefs 
and  hypotheses  of  one  specific  school  of 
thought  in  psychiatry.  Since  the  staff  phy- 
sicians came  from  different  psycho-therapeu- 
tic schools  ( two  were  specially  trained  in 
psycho-analysis,  another  was  closely  associ- 
ated with  Jungian  ideas)  we  used  this  many- 
sidedness  electrically  for  the  benefit  of  the 
patients.  In  regard  to  classical  psycho-analy- 
sis, we  remembered  Freud’s  advice  “the  pos- 
sibility of  analytic  influence  rests  upon  defin- 
ite pre-conditions  . . . where  these  are  lacking 
as  in  the  case  of  children  . . . something  other 
than  analysis  must  be  employed,  though 
something  which  will  be  at  one  with  analysis 
in  its  purpose.”  We  also  considered  the 
modern  developments  in  child  psychiatry, 
especially  the  contributions  of  Kanner,  Stutte, 
Lutz,  Tramer  and  Bender.  The  latter,  pre- 
sented a two  day  seminar  on  child  psychiatry 
to  the  staff.  Her  suggestions  and  ideas  were 
also  utilized  in  setting  up  the  program  in 
the  unit.  Other  ideas  in  regard  to  the  pro- 
gram were  gathered  by  different  staff  mem- 
bers on  various  trips  to  many  prominent 


psychiatric  hospitals  and  institutions  for 
children  and  adolescents  all  over  the  nation. 
These  trips  were  also  made  possible  by  the 
federal  grant. 

Depending  on  the  individual  characteristics 
of  each  patient,  his  history,  age,  sex,  social 
background  and  the  nature  of  the  illness,  a 
treatment  program  was  designed  in  the  diag- 
nostic staff  meeting  based  on  our  clinical  ob- 
servations and  findings.  All  patients  admit- 
ted to  the  Psychiatric  Division  for  Children 
and  Adolescents  first  came  to  the  Psychiatric 
Unit.  There  they  received  a diagnostic  work- 
up. This  clinical  study  required  2 to  8 weeks, 
depending  on  the  problems  of  the  individual 
case.  This  diagnostic  work-up  is  especially 
important  in  difficult  diagnostic  problems. 
As  Menninger1  pointed  out,  a psychiatric  case 
study  cannot  be  accomplished  in  a one  hour 
interview.  Most  patients  admitted  to  the 
Center’s  Psychiatric  Division  for  Children 
and  Adolescents  presented  as  the  cardinal 
symptom,  behavioral  disturbances.  Problems 
of  behavior  in  child  and  adolescent  psychiatry 
are  age-specific  responses,  caused  by  a multi- 
tude of  exogenous  and  endogenous  factors 
impinging  on  the  young  organism  and  par- 
ticularly the  brain.  Even  the  most  serious 
mental  illnesses  may  pose  under  the  guise 
of  behavior  problems. 

Behavior  Symptoms 

As  we  often  observed,  the  initial  symptoms 
of  behavior  problems  were  the  same  in  a 
transitory  adjustment  reaction,  in  a schizo- 
phrenic process  and  in  an  organic  brain  syn- 
drome. Thus,  it  is  obvious  that  behavior 
problems  in  youth  are  not  a disease  entity 
but  symptomatic  expressions  of  diverse  eti- 
ology. We  found  that  the  diagnosis  of  schizo- 
phrenia was  often  used  wrongly  for  youngsters 
admitted  to  Governor  Bacon  Health  Center. 
As  Voegele  and  Dietz2  pointed  out,  organic 
brain  syndrome,  mental  deficiency,  neurotic 
reaction  and  adjustment  reaction  of  adolesc- 
ence are  most  frequently  mistaken  for  schizo- 
phrenia since  some  of  their  symptoms  could 
mimic  certain  symptoms  seen  in  schizo- 
phrenia. 

We  considered  both  psychological  and  so- 
matic causes  for  the  development  of  psychi- 
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atric  disorders.  Frequently,  we  discovered  that 
what  appeared  to  be  at  first  a sign  of  a purely 
emotional  problem  was  after  careful  study 
and  examination  an  organic  brain  syndrome, 
caused  by  early  diffuse  brain  damage.  Many 
of  the  learning  disturbances  and  the  hyper- 
kinetic behavior  disorders  are  organic  and 
not  psychological,  as  for  example  Anderson3 
stated.  Recently  it  seems  that  the  organic 
etiology  of  behavior  problems  in  children 
is  increasingly  recognized  in  the  psychiatric 
literature.  Bender,4  for  example,  reports, 
that  a large  number  of  children  diagnosed 
in  different  categories,  had  a history  of  pre- 
natal and/or  birth  complications.  She  con- 
siders organic  brain  damage  a consequence 
of  these  complications.  Dietz  and  Voegele3 
differentiate  a chronic  brain  syndrome  in 
adults  with  a diffuse,  more  superficial  brain 
damage,  from  a brain  syndrome  in  children 
and  adolescents.  Here  it  must  be  understood 
as  a localized  psycho-syndrome  mainly  ef- 
fecting the  visceral  brain.  The  localization 
of  the  brain  damage  explains  why  the  disturb- 
ances of  motor  behavior,  impulse  and  emo- 
tions are  in  the  foreground  in  children  and 
adolescents. 

A new  electroencephalogram  machine  with 
all  modern  equipment  is  of  great  heln  in  cor- 
roborating our  clinical  impression  of  organi- 
city.  Therefore  all  newly  admitted  patients 
received  an  electroencephalogram  as  a matter 
of  routine.  Needless  to  say,  we  never  based 
a diagnosis  on  one  symptom  alone. 

In  the  new  psychiatric  unit  our  diagnostic 
procedures  and  observations  can  be  done 
faster,  more  easily  and  more  accurately  since 
they  can  be  performed  on  the  unit  itself, 
where  the  patient  feels  at  ease  and  “at  home.” 
A change  from  the  familiar  environment  to 
the  unkown  office  of  a staff  member  had  al- 
ways been  a disadvantage,  as  we  had  seen 
prior  to  the  remodeling,  because  the  patients 
became  apprehensive  which  many  times  im- 
paired the  examination  results. 

Another  improvement  was  the  creation  of 
an  activities  therapy  department,  especially 
set  up  for  this  unit,  staffed  by  a well-trained 
arts  and  crafts  teacher.  The  teacher  takes 
the  patients  in  groups  or  individually,  accord- 


ing to  the  need,  and  by  adequate  assignments 
of  activities  therapy  awakens  and  evaluates 
special  skills.  In  this  relaxed,  yet  well  struc- 
tured atmosphere,  the  patients  tend  to  work 
up  to  their  full  capacity  and  also  show  their 
frustrations  clearly,  and  both  of  these  factors 
are  important  for  the  diagnostic  evaluation 
as  well  as  for  the  future  planning  of  the  in- 
dividual patient. 

To  give  an  illustration  of  the  clinical  work 
that  has  been  done  since  the  official  opening, 
we  will  give  a brief  outline  of  the  new  ad- 
missions to  the  psychiatric  unit,  covering  the 
nine  months  period  between  November,  1964 
and  July,  1965. 

During  this  period,  we  had  a total  of  35 
new  admissions.  Eleven  were  girls,  and  24 
were  boys,  ranging  in  ages  from  4 to  16  years. 
Twenty-four  patients  were  referred  to  us  by 
the  Mental  Hygiene  Clinics,  6 by  the  Family 
Court,  and  1 by  the  Wilmington  Child  Guid- 
ance Center.  Four  patients  came  to  us  from 
psychiatrists  in  private  practice  in  the  Wil- 
mington area. 

The  main  reason  for  admission  covers  a 
wide  variety  of  symptoms.  Twenty-two  pa- 
tients, and  this  is  more  than  50%  of  all  ad- 
missions, came  to  us  because  of  behavioral 
problems.  These  included  uncontrolled  be- 
havior at  home  or  at  school,  destructive  be- 
havior, stealing,  temper  tantrums,  and  rebel- 
lious attitudes.  Two  patients,  ages  14  and 
16,  were  admitted  because  of  problems  of  sex- 
ual behavior  (possible  incest  in  one  case,  self- 
exposure and  seduction  of  younger  girls  in 
the  other  case).  Three  patients  were  admit- 
ted because  of  lack  of  verbal  communications 
and  inability  to  socialize  adequately.  Two 
had  epileptic  convulsions  with  concomitant 
behavior  problems.  One  8 year  old  girl  was 
sent  to  us  because  of  severe  anxiety  attacks. 
Two  5 year  old  boys  were  referred  because 
of  inability  to  speak,  hyperactivity,  infantile 
behavior  and  severe  temper  tantrums.  Two 
girls,  ages  13  and  15,  made  a suicidal  attempt 
and  were  referred  for  observation  and  diag- 
nosis. 

Social  Background  Keys 

It  is  quite  interesting  to  note  the  social 
background  of  these  patients.  Fourteen 


November,  1965 


257 


Delaware  Medical  Journal 


came  from  “broken  homes,”  which  includes 
divorced  parents,  illegitimate  children  living 
now  with  their  unwed  mothers  or  other  rela- 
tives, death  of  one  parent  or  both,  or  general 
deterioration  in  the  family  because  of  the 
parents  incompatibility,  promiscuity  and  alco- 
holism. Psychiatric  problems  in  the  family 
history  which  included  in  or  out-patient  treat- 
ment of  the  parents  were  present  in  six  of  the 
new  admissions.  A criminal  record  was  found 
in  three  families.  Severe  social  problems  (ex- 
tremely poor  economic  situation  and  illiter- 
acy) existed  in  two  families.  Four  of  our 
children  were  adopted  by  foster  parents  at  an 
early  age  and  lived  in  foster  homes  at  the 
time  of  admission.  In  only  six  families,  could 
we  consider  the  background  suitable  for  a 
child  to  grow  up  under  fairly  adequate  super- 
vision and  guidance. 

If  we  express  these  figures  in  percentages, 
we  find  that  only  about  20%  of  our  patients 
came  from  a family  background  that  could 
be  considered  satisfactory  enough  for  return 
after  the  completion  of  treatment.  The  other 
80%,  sooner  or  later,  will  have  to  go  back 
into  a family  setting,  which  must  be  con- 
sidered inadequate  or  even  detrimental. 

The  diagnostic  findings  in  the  35  admis- 
sions show  the  following:  11  of  the  35  pa- 
tients showed  an  abnormal  electroencephalo- 
gram tracing,  characterized  by  spiking,  slowly, 
paroxysms,  or  14  and  6 per  second  activity. 
In  9 patients  the  psychological  examinations 
revealed  a mental  deficiency  of  varying  de- 
grees. 

Seven  were  classified  as  mentally  deficient. 
The  main  findings  leading  up  to  this  diag- 
nosis were  a low  IQ,  short  attention  span, 
inability  to  concentrate  on  a given  task, 
speech  impairment,  and  infantile  behavior. 
Ten  children  were  given  a diagnosis  of  organic 
brain  syndrome,  and  this  was  based  on  rest- 
less behavior,  hyperactivity,  low  frustration 
tolerance,  the  combination  of  epileptic  con- 
vulsions and  severe  behavior  problems  and 
abnormal  electroencephalographic  tracings, 
psychological  tests  and  history.  Six  patients 
were  diagnosed  as  having  an  adjustment  re- 
action. They  were  between  the  ages  of  8 


to  15  and  came  to  us  with  behavior  problems 
and  were  able,  under  adequate  guidance  and 
supervision,  to  adjust  within  a short  time 
and  showed  no  evidence  of  other  severe  path- 
ology. Six  patients  were  classified  as  per- 
sonality disorders,  and  their  main  findings 
were  rebellious  behaviour,  lack  of  respect  for 
authority,  lack  of  loyalty  and  consideration  of 
others,  lack  of  remorse,  anti-social  acting-out 
and  a disregard  for  social  values.  One  suf- 
fered from  a psychoneurotic  reaction,  and  4 
had  a schizophrenic  reaction,  childhood  type. 

This  brief  summary  shows  that  mental 
deficiency  and/or  organic  brain  damage  of 
one  type  or  another  played  an  important 
etiological  role  in  the  child’s  behavior  in 
approximately  50%  of  these  35  cases.  ' 

All  children  have  shown  some  improvement 
in  their  behavioral  pattern  while  in  the  unit. 
Those  who  came  from  an  unsuitable  home 
environment  have  shown  remarkable  progress. 
Our  schizophrenic  patients  have  improved 
with  adequate  medication  and  psychotherapy 
as  far  as  can  be  expected  in  this  type  of  ill- 
ness, which  if  it  starts  at  such  an  early  age, 
has  a poor  prognosis.  Those  patients  whose 
main  problems  had  been  a lack  of  adjustment 
to  a given  life  situation  did  remarkably  well 
with  consistent  guidance  and  well  structured 
activities.  Three  of  the  35  patients  have 
already  been  discharged,  4 are  awaiting  trans- 
fer to  a hospital  for  the  mentally  retarded, 
as  they  are  not  amenable  to  our  treatment 
approach,  because  of  their  severe  mental  re- 
tardation. 

Our  results,  however,  are  overshadowed  by 
the  fact  that  problems  of  many  children  are 
related  to  noxious  factors  in  their  social  back- 
ground to  which  they  have  to  return.  In  such 
cases  we  can  only  hope  that  they  will  retain 
some  of  what  they  have  learned  here,  and 
use  it  later  on  in  their  life,  since  unfortunately 
the  lack  of  facilities  to  place  children  after 
they  do  not  need  psychiatric  hospital  treat- 
ment any  more  is  one  of  the  most  pressing 
problems  for  children  and  adolescents  in  Del- 
aware— as  well  as  in  the  nation. 

(Continued  on  Page  271) 
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A PHYSICIAN  DISCOVERS  A RETARDED 
CHILD  . . . What  Should  He  Do? 


• Retardation  affects  three  per  cent  of  all  per- 
sons— what  should  the  physician  do  when  he 
meets  this  problem?  To  whom  should  he  turn 
and  what  should  he  do? 


Peter  A.  Peffer,  M.D. 


The  physician  has  reached  a tentative  diag- 
nosis: the  child  before  him  is  retarded.  He 
tells  the  parents  what  he  has  found.  He  is 
cautious  and  conservative  because  he  realizes 
that  his  words  have  grave  authority.  He 
tries  to  avoid  generalizations.  He  shuns  any 
suggestion  at  this  time  about  the  disposition 
of  the  child.  The  physician  knows  there  is  no 
rule-of-thumb  in  these  cases;  one  child  may 
be  better  off  at  home,  another  in  an  institu- 
tion. Time  may  dictate  a change  from  one 
situation  to  the  other.  Certainly,  on  the 
basis  of  this  first  examination,  the  physician 
will  consult  before  considering  a referral  to 
an  institution. 

At  this  stage,  the  physician  may  suggest 
that  the  parents  consult  with  the  Delaware 
Association  for  Retarded  Children,  Inc.,  or 
the  Child  Diagnostic  and  Development  Cen- 
ter— both  in  Wilmington — or  the  Hospital 
for  the  Mentally  Retarded  at  Georgetown. 
The  original  evaluation  can  be  reviewed  and 
the  resources  most  useful  under  the  circum- 
stances can  be  recommended.  The  welfare 
of  the  child  demands  that  these  early  steps 
be  made  with  special  care.  Having  avoided 
generalizations,  the  physician,  thinking  about 
disposition,  will  consider  the  involvement  of 
the  parents,  the  siblings  and  the  community. 
Family  financial  status,  home  adequacy,  avail- 
able resources,  level  of  retardation — these 
have  weight.  Also  involved  now  is  the  fact 
that  this  is  a multi-disciplinary  problem,  re- 

Dr.  Peffer  is  Superintendent,  Hospital  for  the  Mentally  Retarded, 
Georgetown,  Delaware. 


quiring  consideration  of  such  needs  as  edu- 
cation, nursing,  psychology,  social  service, 
vocation  and  the  spiritual. 

We  at  the  Hospital  for  the  Mentally  Re- 
tarded consider  all  of  this  when  a child  is 
interviewed  by  one  of  our  teams.  In  the 
post-interview  evaluation  we  assess  the  fol- 
lowing factors: 

I.  Prospective  applicants 

a.  Medical  condition 

b.  Intelligence  level 

c.  Personality  factors 

d.  Inter-personal  competency 

II.  The  family 

a.  Medical  variables 

b.  Mental  characteristics 

c.  Financial  status 

d.  Home  sufficiency 

e.  Intra-family  adequecy 

III.  The  community 

a.  Problems  of  the  applicant  as  they 
affect  the  community 

b.  Community  resources  available 

Cautious  Judgment  Exercised 

Experience  has  taught  our  interview  teams 
the  need  for  cautious  judgment  in  each  case, 
and  for  the  purpose  of  this  paper  I would 
call  attention  to  the  following  extract  from 
the  President’s  Panel  Report  of  October  1962: 

“Institutions  are  one  facet  in  a continuum 
of  care.  The  decision  to  place  a retarded 
person  in  residential  care  must  be  made  on 
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the  basis  of  careful  review  of  the  diagnosis 
and  symptoms  of  the  individual , the  needs 
of  his  family,  and  the  other  resources  avail- 
able in  the  community.  Professional  judg- 
ment and  recommendations  are  indispensable, 
but  the  decision-making  process  must  also 
include  members  of  the  family  if  they  are 
at  all  competent  to  participate .” 

“ Because  of  the  tremendous  variations  in 
the  problem  presented,  it  is  unwise  to  gen- 
eralize with  respect  to  the  desirability  of 
keeping  retarded  children  in  their  own  homes. 
The  attitude  of  parents  on  this  matter  ranges 
all  the  way  from  determination  to  retain  a 
child  whether  or  not  it  is  wise  for  them  to 
do  so — to  the  despair  that  results  from  carry- 
ing an  intolerable  burden.  The  financial 
capability  of  families  covers  an  equally  wide 
range.  Thus , what  is  “best”  for  the  retarded 
child,  his  family  and  the  community  can  be 
properly  determined  only  by  adequate  pro- 
fessional evaluation,  skillful  counseling,  and 
an  objective  point  of  view  on  the  part  of  local 
and  State  authorities.” 

“There  will  always  be  some  retarded  indi- 
viduals for  whom  a residential  setting  for  a 
short  or  long  period  will  be  the  treatment  of 
choice.  In  making  this  decision,  the  emo- 
tional stability  of  the  family  and  the  degree 
of  dependence  of  the  retarded  person  involved 
are  key  factors.  If  the  total  well-being  of  the 
retarded  person  depends  on  the  care  of 
trained  personnel,  and  if  his  presence  in  the 
home  conflicts  with  the  fulfillment  of  the 
needs  of  other  members  of  the  family,  he 
probably  should  not  remain  at  home.  If  a 
retarded  person  is  to  live  at  home,  it  is  im- 
portant to  determine  whether  the  community 
has  the  supplementary  facilities  he  needs.” 

“Age  is  an  important  and  sometimes  con- 
trolling factor.  Studies  have  shown  consist- 
ently that  infants  and  even  younger  children 
up  to  six  or  seven  years  of  age  are  usually 
better  served  in  their  own  or  in  an  adequate 
foster  home  or  in  a boarding  home  group 
care.  The  need  for  schooling  alone  rarely  calls 
for  admission  to  an  institution  today  except 
in  rural  areas  where  facilities  are  scarce;  most 
often  admission  is  necessitated  by  unmet 
medical,  nursing,  or  behavior  needs;  by  death 


of  the  parents;  or  by  lack  of  stability  of  the 
family.” 

“Many  retarded  people  have  a critical  need 
not  being  met  in  the  community;  the  need 
may  be  a foster  home,  an  educational  oppor- 
tunity, or  only  routine  medical  and  dental 
care.  Every  effort  shquld  be  made  to  satisfy 
needs  such  as  these  through  available  or  new 
resources  rather  than  resorting  in  a routine 
fashion  to  institutional  care.” 

Danger  of  Drastic  Advice 

With  these  monitory  words  in  mind,  we 
believe  that  the  physician  will  avoid  such 
comments  as,  “Put  the  child  away  before  you 
get  attached  to  it” — so  often  heard  in  the 
past.  In  one  case  this  could  be  the  right 
advice,  but  in  the  next  or  in  the  next  ten 
cases  it  could  be  wrong.  The  physician  who 
persists  today  in  recommendations  of  this 
sort  is  casting  a shadow  on  all  of  the  15,000 
retardates  in  our  state.  This  is  unfortunate 
indeed  because  97  percent  of  those  who  are 
retarded  at  birth  can  be  made  self-supporting, 
and  in  view  of  this  percentage  it  is  our  opinion 
that  all  retardates  should  receive  favorable 
composite  opinions  whenever  possible.  There 
are  other  reasons,  of  course,  why  it  is  wrong, 
without  proper  evaluation,  to  advise  parents 
to  give  up  a retarded  child.  Perhaps  the 
strongest  of  these  is  that  this  verdict  from 
the  apparently  omnipotent  physician  causes 
a severe  psychological  impact,  sometimes  with 
resulting  guilt  feelings  and  with  paranoid 
projections. 

At  the  Hospital  for  the  Mentally  Retarded 
we  at  times  advise  hospitalization,  but  if  the 
parents  reject  this  we  never  use  pressure.  We 
have  found  that,  in  time,  with  proper  counsel- 
ing, reluctant  parents  accept  our  advice  and 
understand  that  our  original  proposal  pro- 
vided the  most  satisfactory  solution  to  all  of 
the  problems  involved. 

We  suggest  then  to  the  physician  who  is 
called  upon  to  examine  the  child  who  gives 
evidence  of  retardation  that  he  make  avail- 
able to  himself  the  community  diagnostic  re- 
sources and  that  he  avoid  early  conclusions 
about  (a)  the  kind  of  treatment  required  and 
(b)  the  place  for  such  treatment. 
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THE  DYNAMICS  OF  LONG  RANGE 
PLANNING  AND  FORECASTING 


• Planning  is  the  order  of  the  day — and  there 
are  good  plans  and  bad  plans.  What  are  the 
diagnostic  factors  responsible  for  the  difference? 
The  author  discusses  the  deviant  forms  and  their 
uncertainties. 


Despite  her  leaders’  prophesies  that  the 
Soviet  Union  would  soon  surpass  the  United 
States  in  economic  development  and  growth, 
most  experts  today  agree  that  the  Soviet 
Union  has  fallen  further  behind.  Nehru‘s 
deadline  for  making  India  self-sufficient  in 
food  is  past  and  the  latest  news  is  of  food 
riots  and  famine.  “Vital  statistics  impelled 
the  Department  of  Commerce  on  December 
31,  1963  to  reset  its  famous  population  clock; 
the  demographic  device  now  ticks  away  at  a 
rate  of  300  new  Americans  per  hour  instead 
of  340  (and,  in  the  light  of  the  latest  data, 
it  still  may  be  running  fast).  The  exploded 
myth  has  also  caused  countless  businessmen 
and  bureaucrats  to  make  a hasty  revision  of 
projected  future  demand  for  goods  and  serv- 
ices.1 “The  Third  French  Plan  (1958-1961) 
proved  wrong  about  everything  except  invest- 
ment in  which  government  action  and  guid- 
ance were  influential.”2 

Errors  in  long  range  forecasts  are  not  al- 
ways in  the  direction  of  over  optimism.  At 
the  1939  New  York  World’s  Fair  General 
Motors  forecast  a 1960  “motor  vehicle  popu- 
lation” of  38  million,  the  actual  figure  in  that 
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year  was  66  million.2  “The  British  Iron  and 
Steel  Boards  economic  blueprint  for  1962 
(drafted  in  1954)  also  proved  worthless.  Its 
forecasts  of  steel  demand  for  various  years 
were  sometimes  too  modest,  sometimes  too 
ambitious.”2 

Projection  into  the  Future  is  Necessary 

Why,  if  long  range  plans  and  forecasts  are 
so  inaccurate,  do  planners  keep  on  making 
them?  The  rational  explanation  is  that  some 
projections  into  the  distant  future  are  neces- 
sary because  the  training  of  skilled  personnel, 
the  establishment  of  research  programs,  the 
acquisition  of  land  and  property,  even  the 
mode  of  operation  may  have  to  be  geared  to 
future  trends.  Long  range  plans  and  forecasts 
thus  are  considered  necessary,  even  though 
prevailing  uncertainties  often  make  them 
speculative. 

It  is  however,  noteworthy  that  one  hears 
more  about  long  range  plans  when  there  is 
a public  clamor  for  action  than  when  there 
is  not.  There  was  a great  deal  of  public 
breast-beating  just  after  Sputnik  and  much 
talk  of  what  should  be  done  for  education 
and  science  on  a long  range  basis.  It  was 
also  notable  that  radio  and  TV  programs 
always  followed  a news  item  on  some  Soviet 
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space  feat  with  an  account  of  what  the  United 
States  planned  to  do  in  a year  or  two.  Al- 
though the  United  States  succeeded  in  ac- 
complishing what  it  intended,  the  news  com- 
mentators did  not  know  this  at  the  time  and 
any  informaion  about  these  plans  was  not 
news  in  the  same  sense  as  news  of  the  Soviet 
space  achievement. 

Effective  Planning 

When  one  considers  the  plight  of  the  United 
States  at  the  time  of  Sputnik  one  understands 
the  reason  for  long  range  planning  and  fore- 
casting. Americans  (and  friends  of  America) 
were  confused  at  the  evidence  of  Soviet  su- 
periority in  rocketry  and  launch  capability 
and  with  this  arose  anxiety — a fear  of  the 
loss  of  American  supremacy  and  prestige  in 
world  affairs,  in  engineering,  in  science  and  in 
defense.  The  long  range  plans  then  made, 
and  the  information  freely  disseminated  about 
them,  served  to  reduce  anxiety.  However, 
the  plans  themselves  were  only  one  element 
in  reducing  anxiety — the  threat  that  made 
the  man  in  the  street  anxious,  did  the  same 
to  legislators  and  those  who  had  to  execute 
the  plans.  Congress  voted  the  money  with- 
out delay,  an  efficient  organization  was  set  up 
and  gap  between  the  Soviets  and  ourselves 
rapidly  closed  by  hard  work.  It  is  worth  not- 
ing that  since  the  United  States  space  pro- 
gram has  caught  up  with  the  Soviet  Union, 
and  passed  it  in  some  respects,  anxiety  has 
been  replaced  with  apathy,  Congress  has  cut 
the  appropriations  requested  by  NS  A and 
space  successes — whether  Soviet  or  American 
— are  reported  in  the  news  as  just  another 
item. 

Ineffective  Planning 

A very  different  type  of  long  range  “plan- 
ning” is  engaged  in  by  schizophrenic  and 
depressed  individuals,  specially  adolescents. 
Thus  one  adolesecent  insisted  on  talking  of 
the  “goal”  she  had  set  for  herself  of  an  acting 
career  five  years  from  now  but  could  not  be 
induced  to  pay  any  attention  to  what  she 
could  or  should  be  doing  a year  hence.  A 
middle  aged  schizophrenic  who  had  at  one 
time  worked  for  the  London  Underground 
Transportation  System  was  always  talking 


about  his  plans  for  revamping  London’s  un- 
derground transportation  system.  Periodic- 
ally he  produced  his  map  of  the  projected 
system — stations  located  on  concentric  circles 
along  which  the  trains  would  run;  it  seemed 
an  excellent  arrangement,  except  for  the  fact 
that  the  location  of  the  stations  on  his  map 
did  not  correspond  at  all  to  their  actual 
locations!  Perhaps  in  the  same  category 
should  be  placed  Marie  Antionette’s  reported 
solution  to  the  food  problem  in  France.  In- 
formed that  the  people  were  rioting  because 
they  had  no  bread  to  eat  she  suggested  that 
they  eat  cake! 

Day  Dreaming 

Day  dreaming  is  another  type  of  long 
range  planning  and  has  all  the  characteristics 
one  associates  with  planning — it  arises  from 
a need,  it  postulates  a solution  and  it  some- 
times leads  to  action  for  implementing  a plan. 

An  examination  of  the  unrealistic  or  the 
extravagent  plan,  of  the  plan  that  is  never 
acted  on  and  is  planning  for  the  sake  of 
planning,  or  of  most  day  dreams,  reveals  that 
they  have  the  following  elements  in  common. 

1.  The  planner  is  an  anxious,  unhappy, 
frustrated,  individual  whose  emotional  needs 
are  not  being  met  in  the  real  life  situation 
existing  at  the  time. 

2.  There  is  some  obstruction,  real  or  fan- 
cied, to  a consummation  of  the  person’s  de- 
sires at  the  current  time  or  in  the  immediate 
future. 

The  anxiety  thus  generated  creates  the 
need  for  a solution,  the  block  to  its  early 
solution  puts  the  solution  into  the  distant 
future.  In  many  cases  the  block  to  the 
problem’s  solution  is  fancied  rather  than  real. 
The  person’s  past  frustrations  or  personality 
make-up  make  him  pessimistic,  expecting 
failure  and  thus  prone  to  failure.  The  least 
difficulty  precipitates  panic,  a cessation  of 
effort  and  the  conclusion  that  the  task  is 
impossible.  For  many  schizophrenics  just 
getting  up  in  the  morning,  washing,  dressing, 
driving  to  work  are  major  achievements  and 
they  feel  that  it  is  unreasonable  to  be  ex- 
pected to  do  these  things  everyday,  five  or 
six  days  a week. 
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3.  Planning  or  day  dreaming  provides  so 
much  relief  from  anxiety  that  the  need  for 
action  is  never  urgent  and  action  is  postponed 
— either  because  it  is  not  considered  immedi- 
ately necessary,  or  because  it  is  not  considered 
possible — since  the  plan  has  to  be  perfected. 
Such  plans  are  seldom  admitted  as  being 
complete — there  is  either  some  final  detail 
to  be  taken  care  of  or  some  “revision”  neces- 
sary. Like  Hegel’s  system,  as  Kierkegaard 
jibed  at  it,  the  Plan  is  never  complete  and 
action  can  be  indefinitely  postponed.  Some- 
times, of  course,  the  blame  is  laid  at  the  door 
of  others  who  it  is  claimed  are  interfering 
with  the  plan — the  girl  who  wanted  to  be  a 
film  star  kept  complaining  about  her  mother’s 
lack  of  understanding  in  insisting  that  she  go 
to  school  when  what  she  felt  was  really  needed 
was  for  her  to  stay  at  home  and  learn  acting 
by  watching  her  favorite  stars  on  TV.  The 
girl  explained  that  because  of  her  mother’s 
interference  with  her  training  it  might  take 
more  than  the  estimated  five  years  to  star- 
dom! 

4.  The  daydream  or  the  plan  overcomes 
some  deficiency,  real  or  fancied,  in  the  in- 
dividual. It  is,  therefore,  a form  of  over- 
compensation. 

When  one  contrasts  the  effective  planning 
of  NASA  with  the  unrealistic  and  ineffective 
planning  of  the  schizophrenic  one  sees  that 
they  comprise  the  poles  of  a scale  and  many 
types  of  planning  occupy  a position  in  be- 
tween. It  is  worthwhile  examining  another 
type  of  planning  and  see  where  it  fits  on 
this  scale. 

Mental  Health  Planning 

There  has  been  a great  deal  of  interest  in 
mental  health  planning  in  recent  years.  The 
Joint  Commission  on  Mental  Illness  and 
Health,  established  by  a resolution  of  Con- 
gress, particularly  has  triggered  off  a great 
deal  of  activity  (or  at  least  talk)  in  many 
states,  and  several  are  working  on  Mental 
Health  plans  of  their  own.  The  writer  has 
had  an  opportunity  to  see  something  at  close 
range  of  three  plans  that  have  proved  very 
effective — the  plan  (this  is  probably  not  the 
right  word  in  this  context)  for  improving  the 
care  of  the  mentally  sick  in  England,  the 


plan  advocated  and  successfully  carried  out 
in  Nebraska  and  the  plan  for  the  care  of  the 
mentally  ill  in  Delaware. 

The  English  plan  probably  received  some 
impetus  from  the  establishment  of  the  Na- 
tional Health  Service  and  the  government’s 
willingness  to  give  the  treatment  of  the  sick 
priority  over  many  other  national  needs.  The 
main  credit,  however,  for  what  the  British 
have  achieved  in  the  field  of  mental  health 
must  go  to  individual  Medical  Superintend- 
ents whose  compassion,  hard  work  and  im- 
agination has  accomplished  so  much.  Even 
the  legal  changes  in  the  procedures  for  ad- 
mission, treatment  and  discharge  have  re- 
sulted from  the  enlightment  and  support  by 
the  administrative  heads  of  individual  hos- 
pitals. The  excellent  programs  in  Nebraska 
and  Delaware  must  also  be  regarded  as  monu- 
ments to  farseeing  individuals  who  have 
worked  hard  over  a number  of  years  and 
have  moved  forward  step  by  step. 

The  distinguishing  feature  of  the  good  pro- 
gram referred  to  would  seem  to  be  the  in- 
extricable union  between  planning  and  action. 
While  the  better  treatment  of  the  mentally 
sick,  the  training  of  personnel  and  the  further- 
ing of  knowledge  might  be  considered  the 
long  term  goals  of  such  programs,  the  ap- 
proach has  been  a practical  one,  geared  to 
what  is  possible  today,  adding  little  by  little, 
but  with  much  originality,  to  what  already 
exists.  Such  an  approach,  of  course,  requires 
as  assignment  of  priorities  and  hence  assumes 
some  kind  of  a master  plan — but  it  is  a plan, 
not  a day  dream,  based  on  what  exists  and 
is  possible,  rather  than  on  what  others  are 
doing  (or  talking  of  doing),  what  is  consid- 
ered desirable  or  imagination  run  riot. 

The  other  approach  might  be  described  as 
the  doctrinaire  one.  The  emphasis  is  on  what 
there  should  be  eventually.  It  promises 
everybody  everything — at  some  future  date. 
There  is  a committee  somewhere  in  the  pic- 
ture— in  the  foreground  or  background.  There 
is  often  much  traveling,  much  collecting  of 
information.  It  is  stated  repeatedly  that  the 
program  is  going  to  be  the  best — eventually. 
Eclecticism  is  the  order  of  the  day — if  other 
people  can  do  it  so  can  we.  What  other 
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states  are  doing  is  observed  and  also  what 
goes  on  in  foreign  lands.  Careful  note  is 
taken  of  everything  for  it  is  all  to  be  in  the 
plan.  The  regular  administrative  heads  of 
the  institutions  are  seldom  consulted — while 
never  said  above  a whisper,  they  are  consid- 
ered to  be  the  people  who  let  things  get  into 
such  a mess  (although  they  never  got  the 
money  or  the  help  they  asked  for). 

Such  plans  are  made  and  made  and  made. 
Little  action  is  ever  taken.  Better  mental 
health  is  talked  about  at  election  time  (no 
one  has  ever  been  known  to  oppose  it  though, 
only  oppose  spending  money  on  it).  When 
a newspaper  criticizes  lack  of  treatment  fa- 
cilities the  plan  is  produced  in  all  its  splendor 
— someday  everything  will  be  done  as  it 
should  be,  in  the  meantime  we  must  be  pa- 
tient, for  a good  program  takes  years  to  build. 
But  nothing  much  is  ever  done.  For  the  plan 
has  become  the  solution. 

How  can  this  happen?  How  is  it  that  in 
a sane  and  sober  society  we  get  a solution 
so  near  the  schizophrenic  end  of  our  scale? 
Why  is  it  that  so  many  areas  of  a prosperous 
America  still  cannot  care  adequately  for  their 
mentally  sick? 

The  answers  seem  to  be: 

1.  The  anxiety  that  the  average  person 
experiences  when  he  learns  about  the  absence 
of  proper  treatment  facilities  for  the  mentally 
sick  is  quite  fleeting.  Most  persons  deal  with 
their  fear  of  mental  illness  by  repression  and 
denial.  They  get  interested  in  the  matter — 
then  lose  interest. 

2.  Because  denial  leads  people  to  the  belief 
in  their  own  fancied  immunity  to  mental  ill- 
ness, better  mental  health  facilities  have  not 
been  a matter  of  self  interest  but  merely 
of  interest  in  others.  As  an  object  of  charity 
the  mentally  sick  are  very  low  on  the  list 
and  mental  hospitals  are  definitely  not  decor- 
ative. The  moneyed,  building  memorials  to 
relatives,  build  mausoleums  or  schools  not 
mental  hospitals  or  clinics.  (There  have  been 
some  exceptions  recently.) 

3.  Suspicion  of  the  State  makes  people 
unwilling  to  give  money  to  the  State,  hence 


to  mental  health  programs.  Also  while  they 
want  better  mental  hospitals  and  clinics  they 
are  not  prepared  to  pay  higher  taxes  for  this 
purpose  (old  and  improperly  run  hospitals 
are  more  expensive  to  operate — but  the  public 
does  not  realize  this).  The  building  of  new 
facilities  is  not  so  unacceptable — it  is  con- 
sidered a factor  in  stimulating  the  economy 
— but  paying  higher  salaries  or  hiring  more 
employees  is  looked  on  with  disfavor  (“Big 
Government.”) 

Since  nobody  seems  really  anxious  to  solve 
the  problem  how  about  a committee  and  a 
plan? 

One  of  the  problems  that  may  arise  from 
the  mushrooming  of  planning  committees  and 
other  nonclinical  services  may  be  the  effect 
it  has  on  the  shortage  of  trained  persons, 
whose  numbers  are  very  limited  as  it  is.  Per- 
haps five  years  from  now  we  might  overhear 
a harried  social  worker  explaining  to  the  pa- 
tient’s relatives  why  the  patient  cannot  be 
seen  by  a psychiatrist — “Why  can’t  Dr.  A 
see  him?”  “Dr.  A is  now  working  full  time 
with  Mental  Health  Planning.”  “What  about 
Dr.  B?”  “Dr.  B is  now  enagaged  full  time 
in  research.”  “Dr.  C?”  “Dr.  C has  joined 
the  Peace  Corps.”  “Dr.  D?”  “He  is  now 
in  private  practice.” 

Summary 

1.  The  uncertainties  of  long  term  planning 
are  described. 

2.  The  dissimilarity  between  planning  as 
a prelude  to  action  and  planning  for  the  sake 
of  planning  is  discussed.  The  predominance 
of  the  latter  type  of  planning  in  schizophrenics 
and  adolescents  is  described  and  attention  is 
drawn  to  its  relation  to  day  dreaming. 

3.  The  contrast  between  Mental  Health 
Plans  drawn  by  professionally  competent  in- 
dividuals and  geared  to  what  is  feasible  and 
those  drawn  up  by  committees  reflecting  pub- 
lic opinions  is  shown  and  it  is  suggested  that 
in  some  cases  planning  merely  postpones  ac- 
tion. The  similarity  of  this  to  day  dreaming 
and  schizophrenic  planning  is  pointed  out. 

4.  The  dynamics  of  these  deviant  forms  of 
planning  is  briefly  discussed. 
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OF  “GIMMICKS  AND  GADGETS” 
IN  BRIEF  PSYCHOTHERAPY 


• The  need  for  brevity  in  psychotherapy  in  a 
clinical  setting  has  led  the  author  to  take  a more 
aggressive  role  in  the  therapeutic  process.  Cer- 
tain procedures  are  described. 

Harry  S.  Howard,  M.D. 


The  author,  in  the  course  of  years  of  pres- 
sure in  the  management  of  a tight,  heavy 
schedule  of  emotionally  disturbed  patients 
requiring  relatively  urgent  treatment  but  with 
a deficit  of  help  to  render  such  treatment, 
has  experimented  with  a number  of  tech- 
niques of  rapid  initiation  of  the  treatment 
process  and  its  acceleration,  though  frequently 
with  limited  goals. 

Some  of  the  procedures  described  below 
appear  to  have  been  particularly  suitable  to 
the  passive  dependent  character  disorders  or 
where  a passive  dependent  trait  was  the  tar- 
get symptom,  though  these  procedures  have 
not  been  limited  to  this  group  alone. 

Decision  to  treat  was  tentatively  prede- 
termined by  the  author  from  the  reading  of 
this  history  as  obtained  by  a qualified  Social 
Worker,  and  objectives  of  treatment  were 
estimated  in  the  same  way.  This  made  it 
possible  to  achieve  a working  diagnosis  in 
the  initial  interview  and  to  become  involved 
in  the  treatment  process  within  the  first  hour. 

The  first  session  was  utilized,  then,  to  es- 
tablish what  the  author  calls,  for  want  of  a 
better  name,  the  “forced  transference.”  The 
technique  (or  gimmick)  consists  first  of  all 
of  a series  of  questions  designed  to  review 
the  history,  to  define  the  complaints  and 
symptoms,  and  to  offer  the  patient  a tentative 
concept  of  the  dynamics  of  his  or  her  par- 
ticular problem.  This  technique  differs  from 
the  usual  procedure.  No  attempt  is  made 
to  allow  the  patient  to  develop  his  own  dy- 
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namic  concept  of  his  problem.  It  is  offered 
to  him  directly  by  the  therapist  as  if  it  had 
already  been  verified.  In  other  words,  the 
therapist  assumes  the  authority  (father  role) 
from  the  very  beginning,  and  even  while 
allowing  the  patient  (who  plays  the  child) 
to  object  or  at  least  to  discuss  his  own  point 
of  view,  nevertheless,  continues  to  assume 
authority  for  the  first  decision.  While  this 
procedure  may  fall  in  with  the  patient’s  wish 
to  get  rid  of  responsibility  and  to  have  some- 
one else  (the  therapist)  take  over  the  respon- 
sibility for  him  (the  patient),  it  also  forces 
the  patient  to  accept  the  therapist  as  a par- 
ent figure  in  exchange  for  the  care  (nursing). 
This  requires  (or  forces)  the  patient  to  ac- 
cept, and  so  to  want  to  please  the  therapist. 
Thus,  we  have  the  first  step  in  developing 
a wish  to  identify  with  the  therapist  within 
the  first  hour.  At  this  point  and  assuming 
that  we  have  achieved  our  objective,  the  pa- 
tient is  challenged  as  to  whether  he  wants  to 
accept  the  dependent  role  or,  in  effect  whether 
he  will  please  the  therapist  by  giving  it  up 
(identification). 

The  therapist  then  reinforces  this  pro- 
cedure by  inviting  the  patient  (and  the  in- 
vitation has  the  strength  of  a specific  request) 
to  write  a letter  to  the  therapist,  specifically 
between  the  end  of  the  interview  and  the  time 
the  patient  goes  to  bed  the  same  day  citing 
his  emotional  reaction  to  the  interview.  The 
letter  form  is  used  in  preference  to  a diary, 
or  any  similar  procedure,  because  the  patient 
must  address  it  to  the  therapist  (as  a per- 
sonal communication),  must  sign  it  (again  the 
accent  on  the  interpersonal  relationship)  and 
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must  mail  it  and  so  make  it  an  irrevocable 
statement.  Having  signed  it  and  mailed  it, 
he  has  committed  himself  to  follow  through. 

Personal  Communications 

Excerpts  from  a few  of  these  letters  might 
emphasize  the  merits  of  the  technique 
(gadget)  and  clarify  the  author’s  procedure. 

Case  1 

A self-referred,  young,  fairly  successful 
businessman  whose  depressive  symptoms  in- 
volved his  discovery  that  he  no  longer  loves 
his  wife  and — around  his  involvement  with 
another  married  woman — has  been  advised 
that  his  case  will  be  transferred  to  another 
therapist. 

He  writes  (in  part),  “I  wonder  how  much 
respect  I would  have  for  another  person 
(therapist).  I have  a lot  of  respect  for 

you  and  hope  it  will  hold  true  for 

(another  therapist). 

I am  surprised  that  so  many  things  are 
based  on  my  mother.  I didn’t  think  I was 
holding  anything  against  her  any  more. 
If  I have  been  looking  for  a mother,  I cer- 
tainly found  one  in  my  wife.  I am  very 
dependent  on  her  and  that  must  be  why  I 
don’t  want  any  children. 

I understand  everything  we  talked  about 
this  afternoon  but  it  doesn’t  make  me  want 
to  stop  wanting  all  the  things.  But  I have 
some  comfort  understanding  what’s  behind 
my  behavior.  These  things  have  been 
turning  over  and  over  in  my  mind,  etc.” 

Although  this  man  had  been  seen  by  the 
author  only  once,  he  had  obviously  involved 
himself  with  the  treatment  process,  has  oc- 
cupied himself  with  the  dynamics  of  his  prob- 
lem and  has  accepted  the  challenge  to  re- 
evaluate his  dependent  wishes.  The  prefer- 
ence to  a transference  is  implied. 

Case  2 

A 32  year  old  salesman  was  referred  to 
the  Clinic  by  his  district  manager  because 
of  depression,  crying  spells,  a lack  of  ambi- 
tion and  a tendency  to  withdraw.  He  had 
been  injured  in  the  course  of  his  work  and 
had  been  quite  upset.  Shortly  thereafter, 


he  had  been  briefly  separated  from  his  wife 
but  they  had  been  reunited. 

He  complained  that  he  was  not  happy 
with  his  marriage  and  had  become  involved 
with  another  woman  but  complained  that 
he  could  not  take  the  pressure  of  the  re- 
sponsibility of  a family.  He  had  four  chil- 
dren. 

In  the  inital  interview,  he  spoke  of  a 
feeling  of  apathy,  commented  it  was  dif- 
ficult to  get  started.  His  depression  was 
not  marked  but  his  content  was  concerned 
with  his  wife’s  aggressive  and  demanding 
personality  and  with  his  inability  to  satisfy 
her  sexually.  He  described  the  “other 
woman”  as  8 to  10  years  older  than  himself, 
accepting,  non  demanding,  in  short  a 
mother  figure.  The  first  hour  was  spent  in 
evaluating  and  interpreting  this  facet  of 
his  personality. 

In  addition,  he  was  informed  that  he 
would  be  seen  for  a specific  number  of 
hours  only. 

Pharmacotherapy  with  a relatively  small 
dosage  level  was  continued.  His  family 
physician  had  originally  prescribed  it.) 

His  “letter”  was  very  brief  and  consisted 
of  a series  of  questions,  revealing  his  de- 
pendence but  showing  no  indication  of  any 
involvement.  However,  in  the  next  session 
he  commented  that  he  had  been  thinking 
“for  himself.”  He  commented  that  when 
this  piece  of  insight  had  struck  him,  he  had 
had  a couple  of  bad  days  and  then  things 
began  to  clear  up  and  he  felt  better. 

He  continued  that  he  would  have  to  do 
something  himself  to  save  his  marriage  and 
that  he  “didn’t  want  to  wake  up  10  years 
later  and  decide  he’d  been  a ‘damn  fool’.” 

With  little  further  help,  he  was  ready 
within  the  pre-specified  period  of  time  to 
close.  He  had  terminated  his  relationship 
to  the  “other  woman”  quite  painlessly  and 
went  back  to  his  regular  work  and  family. 
This  case  illustrates  the  use  of  the  early 
active  involvement  of  the  therapist,  early  in- 
terpretation plus  the  additional  pressure  of 
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the  pre-determined  time  limit  (another  gad- 
get). 

Case  3 

A 26  year-old,  single  woman — physically 
attractive — was  waitress.  She  had  a his- 
tory of  having  been  institutionalized  on 
two  previous  occasions  with  a diagnosis  of 
schizophrenia.  She,  herself,  related  a tre- 
mendous amount  of  sexual  promiscuity  with 
little  feeling  beyond  “they  want  it  so  . . .” 
Her  letter  written  at  1:00  a.m.  stated  in 
part,  “I  seem  to  have  a different  attitude 
and  the  people  I work  with  suddenly  ap- 
peared to  be  warm  and  friendly  as  if  they 
liked  me.  I was  able  to  turn  down  per- 
sistent attempts  of  a young  man  to  pick 
me  up.” 

This  case  again  illustrates  the  use  of  the 
direct  interpretation  with  the  demand  that 
the  patient  evaluate  herself  and  report  back. 
The  “forced  transference”  was  obvious. 

Case  4 

A 40  year  old  married  man  had  had  a 
history  of  much  physical  illness,  drinking 
and  physical  abuse  of  his  wife  who  ap- 
parently invited  the  attacks  by  her  con- 
tinued baiting  of  him  and  by  her  obvious 
unfaithfulness  to  him.  His  dependence  was 
interpreted  directly. 

His  letter  with  much  detail  of  his  wife’s 
misbehavior  revealed  his  anxiety  as  related 
to  his  lack  of  control  over  himself  and  a 
plea  for  the  therapist  to  control  him  and 
in  so  doing  showed  some  insight. 

Upon  his  transfer  to  a less  active  ther- 
apist he  kept  a few  sessions  demanding  that 
his  dependent  needs  be  met  and  discon- 
tinued therapy  unimproved. 

Case  5 

A 32  year  old  woman,  was  married 
mother  of  two  children,  gainfully  and  con- 
tinuously employed,  referred  by  a psychia- 
trist in  private  practice  essentially  because 
her  economic  condition  did  not  make 
private  care  feasible.  The  first  interview 
developed  the  problem  as  having  developed 
from  several  concurrent  problems,  the  most 


striking  of  which  was  her  discovery  that 
her  husband  had  had  a decidedly  fleeting 
interest  in  another  woman  long  before  their 
marriage.  Her  obsesssion  with  her  need 
to  have  been  “first”  appeared  to  be  at  the 
core  of  the  problem  and  was  threatening 
to  break  up  the  marriage. 

Her  letter,  full  of  her  self  righteousness, 
described  an  unsatisfactory  childhood  situ- 
ation with  a hint  of  sibling  rivalry  with  a 
younger  sister  and  with  a mother  who  had 
rather  overly  rigid  and  fixed  religious 
(moral)  standards. 

This  facet  was  developed  in  the  next 
two  sessions.  Communications  between 
husband  and  wife  were  reopened  quickly 
and  the  case  was  closed  after  only  three 
sessions.  Sibling  rivalry  had  indeed  been 
the  inciting  phenomenon  for  the  patient’s 
need  to  be  first.  The  case  was  closed  earlier 
than  had  been  anticipated  because  she 
seemed  to  have  developed  the  technique 
to  manage  her  own  problems.  Anything 
further  might  have  encouraged  a depend- 
ent, “sticky”  relationship  with  the  therapist 
and  a long  drawn  out  therapeutic  involve- 
ment. 

Finally  the  author  wants  to  comment  on 
a relatively  simple  “gadget”  which  he  uses 
to  re-enforce  an  interpretation.  It  consists 
simply  of  manual  gestures,  which  the  patient 
usually  remembers  and  carries  away  with 
him  after  the  interview.  These  consist  es- 
sentially of  a “hold  the  baby”  gesture  asso- 
ciated with  an  interpretation  of  dependent 
attitudes.  A cutting  gesture  to  re-enforce  the 
concept  of  castration,  and  other  similar  ges- 
tures. While  the  gesture  is  simple,  and  some- 
times antagonizes  the  patient  or  produces 
defenses  (particularly  denial)  they  also  force 
the  patient  into  problem-solving  procedures 
and  so  into  a transference  to  the  therapist. 

In  summary  then,  the  author  has  described 
a series  of  procedures,  used  to  expedite  and 
abbreviate  the  therapeutic  process,  all  of 
them  geared  to  an  active  participation  on  the 
part  of  the  therapist.  The  procedures  them- 
selves are  simple  and  generally  attain  their 
limited  goals. 
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THE  EARLY  DIAGNOSIS  OF  DIABETES  MELLITUS 
BY  PSYCHIATRIC  EXAMINATION 


• Metabolic  illness  results  in  changes  in  mental 
functioning  which  may  be  the  first  symptoms. 

A careful  psychiatric  examination  may  frequently 
lead  to  an  accurate  early  diagnosis  before  the 
usual  physician  signs  are  present. 

Freerk  W.  Wouters,  M.D. 


The  recognition  of  altered  mental  function- 
ing in  endocrine  deficiency  states  has  been 
largely  limited  to  hypothyroidism,  about 
which  a large  body  of  literature  exists,  be- 
ginning with  the  classic  Report  of  the  Com- 
mittee on  Myxedema  in  1888. 1 It  is  generally 
not  recognized  that  the  altered  mental  func- 
tioning among  endocrine  hypofunction  states 
has  a common  denominator.  This  has  been 
demonstrated  by  investigators  such  as  Engel 
and  Romano2  who  found  slowing  of  normal 
theta  wave  activity  on  EEG.  In  general, 
they  postulate  a continuum  from  very  mild 
impairment  of  consciousness  to  death.  Not 
considered  here  is  the  patient’s  individual 
reaction,  based  on  his  previous  life  history, 
to  gradual  cerebral  dysfunction.  These  lat- 
ter reactions  may  range  the  entire  spectrum 
of  functional  psychiatric  illness.  It  is  these 
secondary  reactions  which  are  generally  re- 
sponsible for  the  patient’s  being  sent  for 
psychiatric  consultation.  A careful  mental 
examination,  however,  will  disclose  the  symp- 
toms of  delirium,  as  described  by  Engel  and 
Romano.  The  fundamental  finding  is  the 
slowing  of  mental  activity  which  clinically 
closely  resembles  the  objective  findings  as- 
sociated with  depression  known  as  psycho- 
motor retardation.  In  this  state,  the  usual 
signs  associated  with  organic  brain  syn- 
dromes, such  as  confusion,  memory  loss  and 
disorientation  are  not  present  though  occas- 
ionally the  patient  may  appear  to  show  these 
signs  because  of  his  very  slow  reaction  time. 
What  differentiates  this  psychomotor  retarda- 
tion from  that  found  in  true  depression  is  the 
content  of  thought.  These  patients  may  be 
perplexed,  worried,  angry,  fearful,  etc.,  but 
generally  they  do  not  show  the  characteristic 
“black”  thoughts  of  depression.  They  do  not 
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show  hopelessness,  despair,  suicidal  ideation 
or  annihilism.  It  must  be  pointed  out,  how- 
ever, that  they  can  be  depressed  by  their 
physical  state  but  there  will  still  be  a quanti- 
tative discrepancy  between  the  objective  find- 
dings  and  subjective  statements  made  by  the 
patient.  The  following  case  report  is  one  of 
several  the  author  has  observed: 

Case  History 

A 42  year  old  laborer  was  admitted  to  the 
surgical  service  with  a provisional  diagnosis 
of  retroperitoneal  tumor.  His  complaints 
dated  back  five  years  prior  to  admission  and 
consisted  primarily  of  a gradual  weight  loss 
of  40  pounds,  ill-defined  abdominal  pains 
radiating  through  to  the  back,  and  marked 
fatigue  which  had  kept  him  from  working 
productively  for  about  a year  prior  to  ad- 
mission, this  being  the  chief  complaint.  The 
admission  physical  examination  disclosed  no 
significant  abnormalities.  Specifically,  there 
were  no  findings  usually  associated  with  de- 
hydration. He  was  asthenic  but  not  described 
as  emaciated.  Routine  laboratory  studies  in- 
cluding fasting  blood  sugar  and  urinalysis 
were  within  normal  limits  and  extensive  radio- 
graphic  studies  also  were  negative.  Psychi- 
atric consultation  was  obtained  because  of 
the  paucity  of  objective  findings  and  the  fact 
that  the  patient  was  thought  to  be  a “bit” 
peculiar.”  Mental  examination  clearly  show- 
ed a slowing  of  mentation.  The  patient, 
however,  was  able  to  do  difficult  arithmetical 
problems,  had  a good  fund  of  general  infor- 
mation and  an  adequate  vocabulary,  and 
showed  no  confusion  or  loss  of  recent  memory 
and  was  precisely  oriented.  In  discussing  his 
illness  he  expressed  feelings  of  fear  and  des- 
peration and  was  relieved  by  the  fact  that  he 
had  been  referred  to  the  psychiatrist,  since 
(Continued  on  Page  271) 
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* This  is  a study  on  toxoplasmosis  in  the  Hospital 
for  the  Mentally  Retarded,  as  one  of  the  causes 
of  mental  retardation.  It  is  significant  that  seven 
per  cent  of  the  residents  in  the  Hospital  gave  a 
positive  “dye”  test. 


Physicians  who  follow  the  communicable 
disease  reports  know  that  toxoplasmosis  is 
rarely  reported  in  Delaware.  The  diagnosis 
is  difficult,  however,  and  there  are  reasons 
to  believe  that  cases  are  unsuspected.  The 
symptoms  may  be  very  mild  or  quite  non- 
specific, and  the  laboratory  tests  are  both 
difficult  to  perform  and  of  undetermined 
clinical  significance. 

We  thought  that  it  would  be  of  general 
interest  to  report  that  7%  of  the  patients  at 
the  Hospital  for  Mentally  Retarded  at  Stock- 
ley  gave  a positive  “dye”  test  for  toxoplasma.* 
We  were  unable  to  identify  for  certain  any 
features  which  distinguished  the  positive  re- 
actors from  the  rest  of  the  patients  in  the 
institution,  although  there  was  a suggestive 
correlation  with  microcephaly,  while  none  of 
34  mongoloids  tested  gave  a positive  reaction. 
Regardless  of  possible  association  with  men- 
tal retardation,  this  high  incidence  of  posi- 
tive reaction  among  Delaware  citizens  raises 
questions  of  latent  disease  in  the  reactors,  un- 
recognized acute  phases,  and  unrecognized 
carrier  states  in  the  general  population  of  the 
State. 

Congenital  Toxoplasmosis 

There  is  evidence  that  many  women  with 
a positive  reaction  to  toxoplasma  have  a 
chronic  carrier  state  in  their  genital  tract, 
and  that  organisms  can  persist  in  cyst  form 

*(This  test  devised  by  Sabine  and  Feldman,  tests  the  ability  of  the 
patient’s  serum  to  inhibit  the  uptake  of  methylene  blue  by  live 
toxoplasma  organisms.) 
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Eugene  A.  Szabo,  M.D. 

for  years.  It  is  uncertain  whether  the  or- 
ganism can  cross  the  placental  barrier  or 
whether  most  infections  in  neonatal  life  are 
contracted  during  delivery.  Severe  infection 
in  the  newborn  takes  the  form  of  a general- 
ized disease  with  central  nervous  system  pre- 
dominance, although  hepatosplenamegaly  in- 
dicates that  the  lymphatic  system  is  heavily 
involved.  Choreoretinitis  is  one  of  the  most 
common  features  of  the  disease;  microcephaly, 
hydrocephalus,  intracerebral  calcification  are 
common.  For  this  reason,  we  studied  the 
patients  at  Stockley  hoping  to  find  atypical 
cases.  Previous  studies  of  large  groups  of 
patients  with  choreoretinitis  and  hydrocepha- 
lus had  reached  the  conclusion  that  the  yield 
was  too  low  for  routine  study,  unless  at  least 
one  other  feature  of  toxoplasmosis  was  pres- 
ent. The  yield  in  this  study  was  also  so  low 
that  we  do  not  feel  that  mental  retardation 
alone  is  an  indication  for  a search  for  toxo- 
plasmosis, although  microcephaly  might  be. 

Adult  Toxoplasmosis 

Toxoplasmosis  in  the  adult  tends  to  spare 
the  central  nervous  system  and  presents  as 
an  exanthematous  lymphatic  disease,  rather 
similar  to  mononucleosis.  How  often  the  in- 
fection is  entirely  asymptomatic,  and  how 
often  it  is  merely  overlooked  is  not  known. 
It  seems  evident  that  positive  serological  re- 
action to  toxoplasma  is  fairly  frequent  in 
Delaware,  but  the  incidence  of  clinical  disease 
is  uncertain.  It  is  possible  that  the  asympto- 
matic positive  reaction  represents  the  latent 
form  of  a protracted  disease  (by  analogy  to 
syphilis)  but  more  likely  that  it  represents 
a historical  record  of  a sub-clinical  infection 
long  past  (by  analogy  to  tuberculosis). 
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In  1963,  the  State  of  Delaware  provided 
hospital  care  under  the  provisions  of  the 
Social  Security  Act  for  persons  over  age  65 
receiving  the  benefits  of  Old  Age  Assistance. 
Since  that  time  supplementary  legislation  has 
been  passed  to  provide  for  the  medically 
indigent  over  age  65.  This  Kerr-Mills  type 
legislation  is  known  as  Medical  Aid  to  the 
Aged,  or  MAA.  The  history  of  the  MAA 
program  is  too  brief  to  be  used  here,  but  the 
two  year  statistics  of  physician  services  to 
those  on  Old  Age  Assistance  (OAA)  may  be 
interesting,  in  estimating  the  impact  of  Medi- 
care. 

Currently  there  are  1442  persons  on  OAA. 
During  the  year  ended  June  30,  1965,  54% 
or  781  of  these  individuals  availed  themselves 
of  physicians’  services.  The  following  table 
summarizes  physician  activity  in  relation  to 
these  patients: 

Several  ratios  stand  out.  The  number  of 
individuals  seen  by  physicians  in  1965  was 
only  22,  (or  2%)  greater  than  in  1964,  but  the 


number  of  visits  for  physician  services  in 
fiscal  1965  increased  1678  or  25%.  Of  this 
increase  1086  were  visits  in  the  home,  repre- 
senting the  highest  rate  of  increase,  37.7%. 
Average  visits  per  patient  increased  22%:  9 
in  the  first  year,  11  in  the  second. 

By  comparison,  hospital  outpatient  visits 
increased  20%. 

During  1964,  26%  of  all  doctors  in  Dela- 
ware participated  but  during  fiscal  1965,  42% 
took  part.  The  $26,920  paid  to  doctors  in 
1964  provided  an  average  per  visit  of  $3.87; 
$34,180  in  1965  averaged  $3.96.  A more 
penetrating  study  of  physician  participation 
in  this  program  might  be  interesting,  but  not 
pertinent  to  this  discussion.  What  is  per- 
tinent is  that  54%  of  the  persons  on  OAA 
were  each  seen  by  doctors  eleven  times  last 
year.  In  its  discussions  of  Medicare,  Blue 
Cross  estimated  40,000  participants.  May 
we  expect  as  doctors  to  have  11  visits  annually 
from  21,000  of  these?  231,000  visits? 

But  this  is  not  all.  Since  provision  has 


SUMMARY  of 

PHYSICIAN 

and  HOSPITAL 

OUTPATIENT 

SERVICES 

Physicians 

Services 

1963-64 

1964-65 

Increase 

% 

Persons 

759 

781 

22 

2 

VISITS 

Total 

6947 

8625 

1678 

25 

Office 

3940 

4487 

547 

14 

Taken  from  “Summary  of 

Home 

2875 

3961 

1086 

37.7 

Old  Age  Assistance  Services 

Night 

132 

177 

45 

34 

Rendered  With  Related  Ex- 

Average Visit 
Per  Patient 

9 

11 

2 

22 

penditures  Fiscal  Period  July 
1,  1963  to  June  30,  1964” 

Hospital 

Outpatients 

939 

1130 

191 

20 

Ibid  July  1,  1964  to  June 
30,  1965.” 
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been  made  for  those  over  age  65  under  the 
Kerr-Mills  program,  the  Social  Security  Act 
of  1965  requires  that  similar  provisons  be 
made  for  other  categories  before  December 
31,  1969  or  the  State  must  lose  the  matching 
funds  provided  by  the  Federal  Government 
for  OAA  and  MAA.  All  of  this  applies  to  the 
families  of  dependent  children,  the  disabled, 
the  blind,  and  other  medically  indigent  pa- 
tients below  age  65  under  Title  XIX. 

The  number  of  eligibles  in  these  categories 


is  not  available,  but  I would  assume  that 
there  must  be  at  least  40,000.  Will  their 
demands  upon  the  physician  approach  the 
experience  of  OAA  over  the  last  two  years? 
Another  231,000  visits-  462,000  visits,  maybe? 

“ They  have  sown  the  wind , and  they  shall 
reap  the  whirlwind."  Hosea  VIII,  7. 


THE  USE  OF  AN  INTENSIVE  CARE  UNIT 

(Continued  from  Page  258) 

While  treatment  is,  of  course,  the  most 
important  aspect  of  our  psychiatric  work,  it 
was  always  felt  by  the  staff  that  such  treat- 
ment can  be  best  achieved  in  an  atmosphere 
where  there  is  a high  spirit  of  scientific  in- 
quiry. Such  a spirit  finds  expression  in  re- 
search. Research  activities  had  always  held 
a prominent  place  at  the  Governor  Bacon 
Health  Center.  The  psychiatric  unit  offered 
the  most  interesting  and  rewarding  field  for 
clinical  research,  which  grew  out  of  our  actual 
treatment  and  experience  with  the  patients. 
Several  research  projects  were  undertaken 
and  resulted  in  several  papers.  These  re- 
search efforts  were  considered  as  a service  to 
the  community  which  hopefully  will  help  to 
broaden  the  general  understanding  of  mental 
problems  in  children  and  adolescents. 

In  the  short  time  since  the  psychiatric 
unit  was  modernized  and  enlarged,  it  has, 
even  considering  the  limitations,  proven  to 
be  a very  valuable  tool  in  the  hospital  treat- 
ment of  psychiatrically  ill  youth  in  Delaware. 
It  was  the  first  step  in  the  direction  of  im- 
proving psychiatric  services  for  children  and 
adolescents  in  this  state  in  accordance  with 
the  recommendations  by  the  different  study 
groups,  who  were  concerned  with  this  prob- 
lem, including  the  survey  of  the  APA.  The 
psychiatric  unit  could  become  a most  valu- 
able nucleus  for  the  planned  and  hoped  for 
psychiatric  hospital  exclusively  devoted  to 
mental  disorders  of  children  and  adolescents. 


References  will  be  supplied  by  the  Journal  on  request. 
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EARLY  DIAGNOSIS  OF  DIABETES  MELLITUS 

(Continued  from  Page  268) 

this  meant  to  him  that  there  was  nothing 
physically  wrong  with  him.  Because  of  the 
findings  on  mental  examination,  extensive 
metabolic  studies  were  undertaken  and  re- 
vealed mild  diabetes  mellitus.  The  patient 
was  subsequently  stabilized  on  insulin,  main- 
tenance dosage  varying  between  ten  and 
twenty  units  NPH  insulin  daily.  With  this, 
virtually  all  symptoms  disappeared.  Subse- 
quently, the  patient  gave  the  additional  his- 
tory that  gradual  weight  loss  had  been  pre- 
ceded by  some  months  by  a fairly  sudden 
weight  loss  of  twenty  pounds. 

Discussion 

This  patient  rather  clearly  illustrates  the 
difficulties  in  diagnosis  posed  by  a patient 
who  has  a slow-developing  endocrine  defici- 
ency state  which  directly  affects  cerebral 
metabolism.  The  impaired  mentation,  which 
was  not  recognized,  made  difficult  the  ob- 
taining of  an  adequate  history.  In  cases  such 
as  this,  it  frequently  results  in  the  patient’s 
being  labeled  psychoneurotic.  In  the  early 
stage  along  the  road  from  clear  consciousness 
to  full-blown  coma,  the  differentiation  be- 
tween primary  psychiatric  disorder  and  sec- 
ondary reactions  is  frequently  difficult.  A. 
careful  appraisal  of  the  patient’s  reaction  to 
his  complaints  and  an  awareness  that  coma  is 
preceded  by  more  subtle  alterations  of  con- 
sciousness will  aid  in  an  accurate  diagnosis 
of  these  conditions.  These  observations  also 
apply  to  the  vitamin  deficiency  syndromes. 

References  will  be  supplied  by  the  Journal  on  request. 
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The  Fourteenth  Annual  Scientific  Assembly  of  the  Delaware 
Chapter  of  The  American  Academy  of  General  Practice 
presents  its  program.  Dr.  Henry  Wendel  is  chairman.  All 
physicians  are  cordially  invited  to  attend. 


SCHEDULE  OF  EVENTS 


FRIDAY,  DECEMBER  3,  1965 

9.00  P.M.  Annual  Business  Meeting — 


Academy  of  Medicine,  Lovering  Avenue  at  Union  Street 
Refreshments  following  meeting. 


Fourteenth  Annual  Scientific  Assembly  of 


Delaware  Chapter,  A.A.G.P. 

SATURDAY,  DECEMBER  4,  1965 


A.M. 

8:45 — 9:10  Registration — Visit  Exhibits 

Moderator,  Morning  Session,  Rhoslyn  J.  Bishoff,  M.D. 
9:10  President’s  Welcome — Douglas  W.  MacKelcan,  M.D. 

9:15  “The  Role  of  Thyroid  Deficiency  in  the 
Problems  of  General  Practice” 

Broda  0.  Barnes,  Ph.D.,  M.D. 

Fort  Collins,  Colorado 

10:00  Recess — Visit  Exhibits 

10:30  “Preventive  Medicine  for  People  Under  Stress” 

Janet  G.  Travell,  M.D. 

Formerly,  Physician  to  the  White  House 

11:45  Luncheon — Exhibits 

Moderator,  Afternoon  Session,  William  H.  Duncan,  M.D. 


1:30  “Medicine  in  the  Bible” 

Louis  Krause,  M.D. 

Professor  of  Clinical  Medicine 
University  of  Maryland 

2:15  Recess — Visit  Exhibits 

2:45  “Disaster  Medical  Planning — Does  it  Really  Work? 

Harry  G.  Becker,  M.D. 

Disaster  Medicine  Committee 
Indiana  State  Medical  Association 
3.30  Adjournment 

6:30  Cocktails  — Gold  Ballroom,  Hotel  du  Pont 

7:30  Dinner-Dance  A1  Raymond’s  Orchestra 


P.M. 
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VENEREAL  DISEASE  IN  DELAWARE 


Winder  L.  Porter,  M.D. 


The  communicable  disease  most  frequently 
reported  in  Delaware  in  1964  was  gonorrhea, 
with  German  measles  second,  followed  by 
syphilis  as  a close  third.  The  number  of 
cases  of  these  two  venereal  diseases  was 
greater  than  the  total  for  the  next  half  dozen 
diseases  most  commonly  reported. 

It  can  be  pointed  out  that  probably  many 
cases  of  measles  and  chicken  pox  were  not 
even  reported  because  they  were  not  seen 
by  a physician  or  were  seen  by  a physician 
who  neglected  to  make  a report.  By  the 
same  token,  it  can  be  easily  established  that 
there  also  were  many  other  cases  of  gonor- 
rhea and  some  of  syphilis  which  were  not 
recognized  or  which  were  not  reported  by  the 
physicians  who  treated  them.  Still  it  can- 
not be  denied  that  the  total  of  cases  reported 
represents  cause  for  tremendous  concern  and 
can  only  be  viewed  as  intolerable. 

It  can  be  misleading  to  draw  conclusions 
as  to  the  segment  of  the  population  affected 
as  detailed  information  is  often  available  only 
on  those  who  attend  public  clinics,  while  it 
may  be  scanty  on  those  who  can  afford  the 
anonymity  possible  via  treatment  on  a private 
basis.  As.  Dr.  Brown  of  the  United  States 
Public  Health  Service  has  so  aptly  pointed 
out,  “syphilis  is  moving  up  in  society  and 
down  in  age,”  and  the  same  treatment  cer- 
tainly also  applies  to  gonorrhea. 

With  such  a large  proportion  of  cases  ob- 
taining care  from  private  physicians,  these 
practitioners  must  no  longer  be  content  just 
to  passively  treat  sporadic  cases  but  must 
also  accept  responsibility  for  complete  man- 
agement. This  embraces:  (1)  Alertness  for 

Dr.  Porter  is  Director,  Division  of  VD  Control,  State  Board  of 
Health. 


evidence  of  venereal  disease  and  appropriate 
measures  to  confirm  the  diagnosis,  (2) 
Thorough  and  vigorous  treatment  with  proper 
forms  of  antibiotics,  (3)  Careful  follow-up  to 
insure  that  treatment  has  been  effective,  (4) 
Proper  interviewing  to  identify  sources  of 
infection  as  well  as  others  to  whom  the 
patient  may  have  transmitted  his  disease, 
and  (5)  Epidemiologic  treatment  of  females 
known  to  have  been  exposed  even  though 
clinically  it  may  not  be  possible  to  establish 
that  they  are  infected. 

Recognize  immediately  that  the  average 
physician  cannot  be  expected  to  expend  the 
time,  energy  or  meticulous  attention  to  de- 
tail requisite  for  complete  management.  But 
recognize  just  as  promptly  that  the  local 
health  department  stands  ready  with  trained 
personnel  who  will  assist  with  necessary  diag- 
nostic procedures,  interview  of  patients  and 
location  of  contacts.  Each  physician  should 
consider  these  workers  as  adjuncts  to  his 
office  staff  to  be  called  upon  freely  and  re- 
peatedly. 

Dr.  Brown  also  cites  a pronouncement  of 
the  New  York  Academy  of  Medicine,  brand- 
ing as  unacceptable  the  failure  of  any  mem- 
ber to  report  morbidity  or  to  refuse  to  have 
his  syphilis  patients  interviewed  for  contacts. 
Morbidity  reporting  and  the  employment  of 
epidemiologic  assistance  was  called  the  phy- 
sician’s duty  and  responsibility,  neither  in- 
fringing upon  the  rights  of  patients  nor  con- 
stituting a breach  of  professional  privilege. 

Doctors  just  cannot  afford  to  shirk  their 
responsibility  and  deprive  the  community  of 
any  weapon  in  the  artillery  which  must  be 
mustered  to  wage  an  effective  war  upon 
venereal  disease. 


November,  1965 


273 


^lobbied 


CASE  CURED  — LET’S  QUAIL  HUNT 


Harry  L.  Hoch,  M.D. 


I have  only  one  real  hobby — one  real  love 
except  for  my  dear  wife,  Nina,  and  my  two 
lovely  ‘brats,’  Anne  and  Latty.  You’re  right 
— quail  hunting. . To  be  more  specific,  the 
scientific  art  of  pursuing  Colinus  Virginianus. 

The  late  Havilah  Babcock  once  wrote  a 
book,  My  Health  is  Better  in  November. 
Well,  brother  medicine  man,  that’s  precisely 
my  diagnosis.  Along  about  November  fif- 
teenth I get  that  euphoric  feeling.  My  joints 
stop  aching;  my  little  brats  suddenly  become 
my  faultless,  precious  angels;  the  mortgage 
at  the  bank  appears  insignificant.  Nina  even 
suggests  that  I’m  growing  younger  and  be- 
coming quite  benevolent  in  my  later  years. 
I assume  she’s  not  referring  to  my  second 
childhood.  Mary,  my  nurse,  has  always  said 
that  my  tolerance  for  patients  and  their 
problems  at  this  time  of  year  is  nearing 
normalcy.  Pauline,  her  sister,  and  my  sec- 
retary agrees  that  the  change  is  phenomenal. 
It’s  about  time  to  go  on  the  “trail  of  the 
quail.”  It’s  in  my  blood!  I’m  hooked  and 
simply  can’t  throw  the  habit. 

Quail  hunting  is  like  making  a simple  but 
delicious  clam  chowder.  Not  many  ingredi- 
ents, but  each  of  paramount  import.  To  wit: 
late  fall’s  crisp,  invigorating  weather;  a brace 
or  two  of  eager,  anxious  to  please  canine 
friends;  your  trusty  scattergun;  and,  a likely 
soybean  field  or  weed  patch  where  at  any 
moment  you  and  your  old  gunning  pal  might 
see  again  that  never  to  be  forgotten  picture 
of  old  Blake  getting  birdy  and  then  suddenly 
hitting  that  classic  pose. 

My  heart  leaps  into  my  throat.  My  knees 
weaken.  I get  tachycardia  and  I croak  in  a 


hoarse,  crackling  voice  (pretending  of  course 
to  be  perfectly  calm)  to  John  that  we  have 
a point..  Blake  is  steady  and  as  staunch  as 
Rodin’s,  The  Thinker.  ‘Bob’  and  his  buddies 
are  being  unusually  cooperative  today.  They 
haven’t  flushed  wildly.  They’re  not  running. 
We  caught  them  feeding  in  the  old  lespedeza 
patch.  It’s  4:45 — the  winter  sun  is  sinking 
in  the  west  at  our  back.  We’ve  walked  only 
about  three  miles  for  this  moment!  It’s  just 
an  indescribable,  scintillating,  exhilarating 
feeling.  It’s  communing  with  nature.  It’s 
being  next  to  God.  It’s  the  epitome  of  every- 
thing that’s  good. 

We  walk  up  behind  Blake.  Breezy  is 
backing  beautifully  about  fifty  feet  to  our 
right.  She  occasionally  takes  a very  cautious, 
stealthy  step  forward.  I look  at  John.  He 
nods.  His  face  is  a study  in  determination 
and  purpose.  We’ve  hunted  together  for 
years.  His  thoughts  are  my  thoughts  now. 
We’re  both  saying  to  ourselves,  “Don’t  blow 
up.  Steady  old  boy.  You’re  a man  and 
they’re  only  small  six-ounce  brown  feathered 
birds.  They  won’t  hurt  you.  Pick  a target. 
Don’t  get  rattled.  You’ve  been  through  this 
ordeal  before.  You  can  do  it  again.  They’ve 
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made  a blubbering  fool  of  you  for  the  last 
time,  and  only  an  idiot  or  a neophyte  would 
flub  this  moment  of  moments.” 

Then  suddenly  it’s  happening.  The  world 
is  spinning.  The  thunderous  roar  is  deafen- 
ing. Brown  feathered  forms  are  hurtling  at 
rocket-speed  in  all  directions.  My  mind  has 
gone  blank.  My  gun  is  harmlessly  belching 
shot  and  flame.  John  is  doing  no  better.  It’s 
all  over.  Blake  and  Breezy  are  looking  at 
us  with  despair  and  disdain.  Can  you  blame 
them?  John  and  I are  embarassed  and  haras- 
sed. Bob  and  his  buddies  have  done  it  again! 

Yes,  John  and  I muffed  once  more  and  we 
will  in  the  future.  In  the  interim  we  do  oc- 
casionally collect  a “Robert”  or  a ‘Roberta,’ 
whereupon  we  stop,  shake  hands,  congratu- 
late each  other  profusely  and  thereafter  pro- 
ceed upon  our  endless  journey  on  the  “trail 
of  the  quail.” 

Now  I’m  quite  sure  that  this  one  point 
clarifies  why  quail  hunting  means  so  much  to 
me  and  to  the  legions  of  men  who  annually 
tramp  untold  thousands  of  miles  after  that 
small  brown  blur  of  a bird  with  the  thunder- 


ing and  startling  take-off.  If  I could  method- 
ically pick  up  a pair  of  birds  on  each  and 
every  covey  rise;  if  that  supreme  moment 
didn’t  make  me  act  more  like  my  ancestral 
forebearers  who  lived  in  the  trees:  if  my 
adrenals  would  fail  to  do  overtime  duty,  and 
my  heart  didn’t  do  flip-flops,  then  it’s  quite 
apparent  that  I would  care  not  the  least  for 
this  type  of  relaxation.  Relaxation,  did  I 
say?  Walk  twenty  miles  a day;  buy,  feed, 
and  train  expensive  bird  dogs  all  year;  risk 
near  bankruptcy  by  not  attending  to  my  busi- 
ness; and,  annually  face  the  threat  of  having 
my  Nina  leave  me  because  I’m  not  home 
enough  (or,  if  I am,  I’m  sitting  in  a comfort- 
able chair  by  the  fireplace,  sound  asleep  and 
dreaming  just  exactly  how  tomorrow’s  hunt 
will  unfold.) 

We  bird  hunters  are  perhaps  just  a little 
whacky,  at  any  rate  we  are  “a  slightly  dif- 
ferent breed  of  cats.”  But,  it’s  fun  and  I’ll 
wager  that  John  and  I will  continue  to  hunt 
quail  just  as  long  as  life  will  permit,  and  as 
long  as  Nina  and  Gwen  will  continue  to  give 
us  their  sanctimonious  approval. 


MENTALL  ILL  OFFENDER 

(Continued  from  Page  253) 

Legislation  should  be  enacted  which  would 
allow  for  some  individuals  committed  to  the 
Department  of  Mental  Health  to  be  placed 
in  the  Department  of  Corrections  psychiatric 
treatment  unit  in  the  event  that  a maximum 
security  facility  is  required.  The  reverse 
should  also  be  made  effective — that  is,  that 
certain  individuals  committeed  to  the  Depart- 
ment of  Corrections  who  require  psychiatric 
treatment  but  do  not  require  maximum  se- 
curity may  be  transferred  to  the  Department 
of  Mental  Health  for  treatment  even  though 
remaining  the  jurisdictional  responsibility  of 
the  Department  of  Corrections. 

We  believe  that  the  enactment  of  these 
recommendations  would  at  least  allow  for 


treatment  programs  to  develop  according  to 
the  requirements  of  the  individual  and  that 
the  efforts  of  treatment  personnel  would  not 
be  dissipated  in  an  attempt  to  maintain 
maximum  security  where  it  is  patently  im- 
possible to  do  so.  An  estimate  of  the  number 
of  individuals  that  might  be  involved  in  trans- 
fers back  and  forth  indicates  that  this  would 
be  no  more  than  six  or  eight  patients  per 
year.  We  believe  it  is  now  possible  to  enter 
into  cooperative  arrangements  between  the 
Department  of  Mental  Health  and  the  De- 
partment of  Corrections  because  of  the  emerg- 
ing philosophy  of  rehabilitation  rather  than 
punishment  within  the  Department  of  Cor- 
rections and  the  emphasis  in  the  Department 
of  Mental  Health  on  providing  appropriate 
treatment  service  according  to  the  individual 
needs  of  the  patient. 
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In  The  News 


Current  Speakers 
On  “Doctors’ 
House  Call” 


AAEC 

Announcements 


Physician  Draft 
Call  Information 


The  Month 
In  Washington 


Allston  J.  Morris,  M.D. — Chairman,  Committee  on  Aging — discussed 
medical  aspects  of  retirement  for  Chrysler  Employees  Retirement  Sem- 
inar, November  11  . . . Arthur  F.  Zimmerman,  M.D.,  Dover  and  I.  Favel 
Chavin,  M.D.,  Wilmington,  were  inducted  as  new  Fellows  of  the  American 
College  of  Surgeons  in  October  . . . Phillip  Reed  Walker,  M.D.,  Wilming- 
ton, had  his  status  changed  to  active  membership  in  the  American  Society 
of  Anesthesiologists  . . . H.  Thomas  McGuire,  M.D.,  a member  of  the 
Board  of  Directors,  National  Association  of  Blue  Shield  Plans,  served  on 
the  Board  of  Judges  for  the  presentation  of  the  first  annual  Norman  A. 
Welch  Memorial  Award  . . . 

Member  speakers  scheduled  for  December  on  the  Tuesday  radio  program 
(11:05  a.m.  WDEL)  sponsored  by  the  Medical  Society  of  Delaware  are: 
Haynes  B.  Cates,  M.D.,  Dec.  7,  Bursitis;  Dec.  14,  Leonard  P.  Lang,  M.D., 
Hospital  Procedures;  Dec.  21,  Joseph  A.  Glick,  M.D.,  Athletic  Injuries; 
Dec.  28,  James  Waddell,  M.D.,  Low  Back  Pain. 

Sharp  price  reductions  on  four  radioisotopes — strontium-90,  prome- 
thium-147, cerium-144  and  cesium-137  took  effect  November  10. 

The  Atomic  Energy  Commission  is  considering  amendments  to  simplify 
procedures  for  filing  appeals  with  the  Commission  from  initial  decisions 
of  hearing  examiners  or  atomic  safety  and  licensing  boards  which  conduct 
hearings  for  the  Commission.  Under  the  amendment  proposed,  an  appeal 
could  be  taken  to  the  Commission  merely  by  the  filing  of  a statement 
of  exceptions  to  the  initial  decision  in  the  brief.  This  amendment — 10 
CFR  Part  2,  “Rules  of  Practice”  is  listed  in  the  November  5,  Federal 
Register,  allowing  60  days  for  public  comment.  Write  to  the  Secretary, 
U.S.  A.E.S.,  Washington,  D.C.  20545. 

An  order  to  report  for  a physical  examination  does  not  necessarily 
mean  that  the  examinee  will  be  called  for  induction.  Priority  of 
the  call  will  be  those  physicians  who  have  attained  age  26  in  the  order 
of  their  dates  of  birth  with  the  youngest  being  selected  first.  Marriage 
or  fatherhood  are  not  grounds  for  deferment.  Physicians  are  not  vulner- 
able after  reaching  their  35th  birthday.  If  a disproportionate  number 
of  residents  are  called  from  one  hospital  or  one  department  or  service 
in  a hospital,  appeal  should  be  made  by  calling  the  matter  to  the  attention 
of  the  state  medical  advisory  committee  to  Selective  Service.  Residents 
participating  in  the  Armed  Forces  Berry  Plan  will  not  be  subject  to  this 
call.  An  appeal  of  classification  must  be  made  to  the  draft  board  within 
ten  days  after  the  date  the  local  board  mails  the  classification  notice. 
The  Soldiers  and  Sailors  Relief  Act  of  1940  is  applicable  for  the  purpose 
of  suspending  enforcement  of  certain  civilian  liabilities  of  persons  assigned 
to  the  Armed  Forces.  The  provisions  of  this  Act  may  be  obtained  from 
legal  agencies  of  the  Federal  government  or  civilian  attorneys. 

Federal  agencies  relaxed  regulations  for  sale  of  Ipecac,  ordered  warning 
labels  on  certain  antihistamines,  and  cracked  down  on  two  patent  medi- 
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Antihistamines 


Alergimist 
“A”  And  “B” 


Geritol 


Measles 


cines.  F.D.A.  decided  that  ready  availability  of  Ipecac  as  a poison 
remedy  outweighed  the  dangers  of  possible  misuse  and  placed  it  back  on 
the  list  of  drugs  for  sale  over  the  counter  without  a prescription. 

Since  Ipecac  was  placed  on  a prescription-only  basis  in  January,  1964, 
the  A.M.A.,  the  American  Academy  of  Pediatrics,  and  the  Association 
of  Poison  Control  Centers  had  urged  that  the  vomit-inducing  drug  be 
returned  to  its  former  status.  Under  the  new  FDA  ruling,  FDA’s  Bureau 
of  Medicine  told  the  Pediatrics  group  in  Chicago  that  FDA  decided  it 
would  be  in  the  public  interest  to  permit  Ipecac  to  be  sold  over  the 
counter  in  one-fluid-ounce  bottles  with  special  warnings  on  dangers  of 
its  misuse. 

The  FDA  also  ruled  that  in  the  future,  antihistamines  containing 
meclizine,  cyclizine  and  chloro-cyclizine  must  bear  labels  warning  against 
use  by  pregnant  women  without  medical  advice.  However,  they  were 
left  on  the  over-the-counter  list.  Although  massive  doses  of  these  drugs 
in  test  animals  had  produced  congenital  abnormalities,  there  had  been 
no  evidence  they  have  caused  abnormalities  in  human  babies.  (Chas. 
Pfizer  & Co.,  Inc.,  one  of  the  companies  that  manufacture  such  antihista- 
mines, protested  the  decision  as  not  being  “in  accordance  with  the  medical 
facts”). 

A House  Government  Operations  Subcommittee  had  recently  criticized 
the  FDA  for  its  handling  of  these  antihistamines,  contending  that 
stronger  warnings  were  needed  and  indicating  that  they  should  be  pre- 
scription items. 

The  FDA  ordered  a halt  to  the  sale  of  Alergimist  “A”  and  “B”,  widely 
advertised  as  “cures”  for  hayfever,  bronchial  asthma,  migraine  headaches 
and  allergic  dermatitis.  The  product  has  been  actively  promoted  through 
newspaper,  radio  and  TV  ads  without  having  been  passed  by  the  agency 
as  either  safe  or  effective.  The  product,  sold  without  a prescription, 
was  being  distributed  by  the  Brunson  Corporation  of  Miami  Springs,  Fla. 
FDA  said  the  same  concern  previously  distributed  Allergimist  (with  two 
“Ps”)  until  an  injunction  in  September,  1964,  was  obtained  against  its 
interstate  shipment. 

The  Federal  Trade  Commission  ordered  the  J.  B.  Williams  Co.  (N.Y.C.) 
to  stop  allegedly  misrepresenting  the  effectiveness  of  “Geritol”  liquid  and 
tablets.  The  Commission  ruled  that  Geritol  television  commercials  and 
newspaper  advertisements  falsely  represent  that  all  cases  of  tiredness,  loss 
of  strength,  run-down  feeling,  nervousness  and  irritability  indicate  a de- 
ficiency of  iron  and  that  the  common,  effective  remedy  for  these  symptoms 
is  Geritol.  It  is  not  beneficial  except  in  the  small  minority  of  persons 
whose  tiredness  symptoms  are  caused  by  a deficiency  of  iron  or  one  or 
more  of  the  vitamins  contained  in  the  preparation,  the  FTC  said. 

Community  vaccination  programs  against  measles  have  been  recom- 
mended by  the  Surgeon  General’s  Advisory  Committee  on  Immunization. 
It  extended  the  Federal  vaccination  program  for  polio,  diphtheria, 
tetanus  and  whooping  cough.  The  committee  recommended  that  con- 
tinuing “maintenance”  programs  aimed  at  vaccinating  children  about  one 
year  of  age  be  established  in  all  communities. 


November,  1965 


277 


cJJuxiliary  czM}}aird 

MESSAGE  FROM  THE  PRESIDENT 
“In  this  changing  world,  many  thrilling  ad- 
vances have  been  made  in  science,  medicine  and 
research.  I would  ask  that  this  year  also  be  a 
time  of  advance  for  the  auxiliary.  Working  ef- 
fectively as  a group,  we  can  accomplish  much  to 
help  educate,  to  raise  funds,  promote  good  legis- 


lation and  enlarge  our 
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TO  THE  MEDICAL  SOCIETY  OF  DELAWARE 


Presented  on  October  2,  1965,  Delaware  Academy  of  Medicine 


Gerald  A.  Beatty,  President 


The  fascinating  thing  about  history  is  that 
it  follows  a logical  progression  when  viewed 
retrospectively,  and  with  the  benefits  of  20-20 
hind  sight.  The  Treaty  of  Versailles,  for  ex- 
ample, lead  to  World  War  II  as  inevitably  as 
though  it  had  specified  a second  war. 

Unfortunately,  (and  sometimes  fortun- 
ately) these  things  aren’t  so  clear  at  the  time 
and  place  the  insight  can  be  of  practical  help. 
Too  often,  the  people  who  are  enmeshed  with 
events  don’t  have  the  time  or  the  perspective 
to  evaluate  their  consequences  objectively 
and  accurately.  They  speculate  because  they 
have  to. 

This  year,  1965,  has  seen  an  event  of  great 
historical  importance  to  American  medicine 
in  the  passage  of  an  Act  to  subsidize  the 
health  care  of  a population  group  with,  for 
the  first  time,  no  reference  to  its  financial 
need.  Let’s  speculate,  for  a few  minutes, 
about  what  it  means. 


First,  let  me  tell  you  what,  in  my  opinion, 
it  doesn’t  mean.  I do  not  see  it  as  a death 
knell  for  free  medicine.  I do  not  feel  that 
we  should  advise  our  children  not  to  become 
doctors.  I do  not  think  that  we  shall  be 
relegated  to  the  status  of  civil  servants.  Nor 
do  I think  that  we  shall  see  our  patients 
coming  to  us  for  less  than  the  finest  medicine 
we  know  how  to  practice. 

I do  not  think  that  any  of  these  things 
are  going  to  come  about,  necessarily . I do 
think  that  we  can  make  them  come  about  if 
we  do  not  try  to  assess  the  meaning  of  1965 
and  react  intelligently  to  it.  There  are,  I 
think,  two  lessons  of  extreme  importance  that 
we  must  draw.  The  first  is  this.  The  Ameri- 
can voter  is  not  conspicuously  well  informed 
about  the  circumstances  that  surround  health 
care,  but  he  is  vitally  interested  in  seeing  that 
he  gets  it,  and  that  he  is  in  a position  to  pay 
for  it  in  an  open  market. 
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We  have  been  told  that  the  election  of 
1964  was  a mandate  for  medicare.  I do  not 
for  a moment  believe  this.  The  issues  of  war 
and  peace  so  dominated  that  election  that  any 
single  domestic  program  was  at  best  a side 
issue.  But  I cannot  deny  that  at  no  time 
did  any  significant  wave  of  public  opinion 
against  the  program  develop,  except  when  the 
people  learned  that  it  didn’t  offer  as  much  as 
they  thought  it  did.  They  made  themselves 
heard  then,  and  the  deficiency  was  quickly 
corrected. 

I believe  firmly  that  many  people  who  cried 
for  Medicare  did  not  do  so  primarily  for 
themselves.  I think  millions  were  lead  to 
believe  that  somehow,  somewhere,  there  were 
old  people  who  were  not  receiving  care  for 
financial  reasons.  They  exercised  a preroga- 
tive, inherent  in  a republic,  of  applying  a 
governmental  solution. 

Which  leads  to  the  second  lesson.  Politics, 
like  nature,  abhors  a vacuum.  That  the  va- 
cuum no  longer  existed  became  far  less  im- 
portant than  the  fact  that  too  many  people 
thought  it  did. 

We  must  recognize,  for  the  good  of  our  pa- 
tients and  ourselves,  that  a new  phenomenon 
has  arisen.  The  people  will  continue  to  defer 
to  their  physicians  in  matters  of  clinical  medi- 
cine. My  whole  experience  indicates  that 
they  want,  and  need,  and  know  that  they 
need,  the  care  and  support  of  a relationship 
with  a trusted  doctor  selected  by  themselves. 

They  also  want,  and  will  take,  a more  ac- 
tive role  in  determining  the  non-clinical  cir- 
cumstances that  surround  their  care,  par- 
ticularly the  economic  circumstances.  The 
key  to  our  own  future,  I believe  most  sincerely, 
lies  in  whether  or  not  we  assume  a leadership 
which  is  presently  ours,  or  abdicate  to  the 


Congressman,  who  is  not,  after  all,  a sub- 
versive and  whose  job  is  to  serve  the  needs 
of  his  constituents. 

I see  these  immediate  goals.  Medical  care 
for  the  aged  has  concerned  America  for  a 
long  time.  A law  has  been  passed  to  relieve 
that  concern.  While  I do  not  consider  it  a 
particularly  good  solution,  I think  that  we 
must  do  what  we  can  to  make  it  work  as 
well  as  it  can,  and  provide  the  leadership  for 
the  improvement  that  it  will  certainly  need. 
I think  that  we  must  carefully  weigh  the  de- 
sires of  the  public  in  matters  of  private  pre- 
payment. We  would  be  foolish  blindly  to 
accept  any  proposal  that  may  be  offered. 
We  would  be  just  foolish  not  to  give  serious 
consideration  to  what  the  patient  wants,  and 
to  provide  it  if  it  can  be  done  with  practi- 
cality and  with  equity  for  all  parties. 

And  I think  we  must  accept  responsibility 
for  reviewing  the  means  of  delivery  of  health 
care,  with  emphasis  on  adequacy  and  effici- 
ency. We  should  be  particularly  concerned 
with  personnel,  medical  and  ancillery.  We 
shall  need  both  an  adequate  supply  and  an 
organization  that  permits  the  most  effective 
utilization. 

Realistically,  Delaware  cannot  change  the 
nation  in  this  respect.  Equally  realistically, 
we  shall  have  no  defense  if  we  do  not  do  our 
part.  I am  proud,  and  I hope  that  you  are 
proud  with  me,  that  we  are  doing  our  part, 
in  conjunction  with  others  in  the  community 
who  share  our  responsibility.  I hope  that 
our  beginning  will  not  falter.  For  I am  firmly 
convinced  that  we  have  only  two  choices,  as 
individuals  and  as  an  organization:  To  lead 
to  desirable  goals  or  to  be  lead  to  less  desir- 
ble  ones. 


CLINICAL  MEETINGS  AND  NOTICES 

Diabetes  in  Review:  Clinical  Conference,  1966,  will  be  held  January  19-21  at 
The  Mayflower,  Washington,  D.C.  Reservations  not  received  prior  to  Jan.  7 cannot 
be  guaranteed.  The  Course  is  acceptable  for  accredited  hours  by  the  A.A.G.P. 

The  Gill  Memorial  Eye,  Ear  and  Throat  Hospital  of  Roanoke,  Va.,  announces 
its  39th  Annual  Spring  Congress  in  Ophthalmology  and  Otolarygology,  April  4-8, 

1966.  For  information  write:  Superintendent,  P.O.  Box  1789,  Roanoke,  Va. 
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REPORTS  OF  THE  OFFICERS 
AND  STANDING  COMMITTEES 

(All  reports  were  accepted  as  published) 

The  176th  Annual  Session  of  the  House  of  Dele- 
gates, Medical  Society  of  Delaware,  was  called  to 
order  in  the  Delaware  Academy  of  Medicine,  Wil- 
mington, Delaware,  at  8:15  o’clock  p.m.,  October  1, 
1965,  Gerald  A.  Beatty,  President,  presiding. 

Secretary  Abbiss  took  the  roll  call  and  a quorum 
was  declared. 

A motion  was  made,  seconded  and  approved 
to  accept  the  minutes  of  the  1964  Session  as  pub- 
lished in  the  Delaware  Medical  Journal. 

REPORT  OF  THE  TREASURER 


Allen  D.  King,  Treasurer 
GENERAL  FUND 


Balance,  January  1,  1964  $2,712.71 

Receipts 


Dues  — State  Society  $31,027.00 

Dues— AM  A 19,025.00 

Subscriptions  — 

Delaware  Medical  Journal  ..  1,299.00 

Annual  Meeting  2,265.00 

Dividends  and  Interest  1,444.45 

Surrender  of  called  securities  1,818.75 
Reimbursements  of 

of  polio  drive  expense  1,794.80 

Grant  for  medical  school  survey  2,000.00 
Scholarship  income: 

from  physicians  $2,145.00 

from  polio  drive  1,000  3,145.00 

Withholding  and 

Payroll  Taxes  4,175.75 

Miscellaneous  425.38 

Total  Receipts  $68,420.13 


Disbursements 


Salaries,  Payroll  Taxes 

and  Hospitalization  $21,006.23 

Travel  2,508.24 

Office  Operation  3,020.94 

Contributions: 

Academy 

of  Medicine  $2,100.00 

Other  288.75  2,388.75 

Annual  Meeting  2,984.87 


Subscriptions  — 

Delaware  Medical  Journal  ..  1,425.00 


General  operations  

1 ,582.96 

Employees  Withholdings  . 

4,175.75 

Student  Scholarships  

2,000.00 

Medical  School  Survey  ... 

2,000.00 

Purchase  of  securities  

2,839.04 

Dues — A M A 

19.025.00 

Total  Disbursements  ... 
Excess,  income 

64,957.18 

over  expenditures  

$ 3,462.95 

Balance,  December  31,  1964  ..$  61,175.66 

TREASURER'S  REPORT 

Septembe 

r 1,  1965 

Receipts 

Budgeted 

Present 

Dues  

$30,600.00 

$29,808.00 

DMJ  — Subscriptions  .. 

1,275.00 

1.242.00 

2.065.00 

Scholarships  

....  2,125.00 

A M A Dues  

....  18,675.00 

17,955.00 

AMA  \%  Coll,  rebate  

186.75 

170.45 

Exhibits  

960.00 

942.52 

Grant  for  annual  meeting 

250  00 

Dividends  and  Interest  .... 

....  1,675.00 

2,162.49 

DMJ  overhead  contrib 

980.00 

Banquet  

1,400.00 

Total  

....$57,876.75 

$54,595.46 

Contra 

AMA  Dues  

....$18,675.00 

$17,955.00 

AMA  Dues  Rebate  

186.75 

170.45 

Scholarships  

....  2,125.00 

2,065.00 

DMJ  — Subscriptions  

....  1,275.00 

1,242.00 

Total  

....$22,261.75 

$21,432.45 

Working  Balance  

..  $35,615.00 

$33,163.01 

Disbursements 

Personnel 

Salaries  

....$21,100.00 

$14,413.36 

Pavroll  Taxes  

534.75 

503.12 

Hospitalization  (Steno)  .... 

70.08 

70.08 

Total  

,$21,704.83 

$14,986.56 

Office  Operation 
Contributions  to  Academy 

....$  2,100.00 

$ 2,100.00 

Printing,  Postage,  Stationery  1,500.00 

973.90* 

Telephone  and  Telegrams 

750.00 

585.80 

Audit  

400.00 

375.00 

Miscellaneous  

500.00 

557. 09f 

Total  

....$  5,250.00 

$ 4,590.99 

* Includes  $106.40  for  new 

addressograph  equipment 

•(■Includes  cost  of  bond  and  capital  equipment  $290.00 


December,  1965 


281 


Delaware  Medical  Journal 


Travel  and  Expenses 


AMA  Delegate  

.$ 

440.00 

$ 

245.00 

AMA-MSEA  Conference  ... 

265.00 

114.32 

AMA  Institute  

185.00 

MSEA  Institute  

200.00 

250.75 

Local  

500.00 

245.21 

Contingency  

250.00 

377.73* 

Total  

-$ 

1,840.00 

$ 

1,233.01 

* Includes  Special  Session  for 

Delegate  and  Confer- 

ence  for  President 

Annual  Meeting 

Stenotvping  

.$ 

150.00 

Printing  

200.00 

$ 

14.62 

Prospectus  

65.00 

62.50 

Supper  House  of  Delegates  . 

185.00 

Banquet  

1,300.00 

100.00 

Banquet  Entertainment  

500.00 

Guest  Speakers 

700.00 

Freight  Charges  

100.00 

Wiring  

50.00 

Porters  

50.00 

Clerical  Help  

45.00 

Janitorial  Help  

25.00 

T otal  

.$ 

3,370.00 

$ 

177.12 

Subscriptions,  Contributions 

and  Dues 

AMA  — Aces  and  Deuces  ... 

.$ 

40.00 

Conference  of  President  

25.00 

$ 

25.00 

MSEA  

20.00 

10.00 

Delaware  State  Chamber 

of  Commerce  

50.00 

50.00 

Delaware  State  Science  Fair 

50.00 

50.00 

Shearon  Legislative  Service  . 

18.00 

Contributions  

27.50 

Total  

.$ 

203.00 

$ 

162.50 

Operations  of  Committees  ... 

.$ 

1,500.00 

$ 

1,272.67 

Contingency  for  Committees 

500.00 

Reimbursed  Receipts  

.$ 

3,005.08 

Reimbursed  Expenses  

.$ 

2,894.79 

Total  Disbursements  

$35,615.00 

$22,422.85 

REPORT  OF  THE  EXECUTIVE  SECRETARY 
Mr.  Lawrence  C.  Morris,  Jr.,  Chairman 

The  Medical  Society  of  Delaware  is  concluding 
another  year  of  its  activity.  Once  again,  the  re- 
ports of  the  officers  and  the  Committee  chairmen 
are  being  put  before  you  as  a record  of  what  has 
been  done.  As  usual,  this  has  been  on  a number 
of  fronts. 

The  regular  public  relations  activities  have  been 
expanded  by  the  addition  of  a regular  weekly  radio 
program.  Communications  have  been  improved  by 
reworking  the  newsletter  to  a more  regular  and  hope- 
fully more  useful  basis.  The  Physician  Education 
Program  has  been  broadened  by  the  addition  of  reg- 
ularly scheduled  visiting  lecturer-consultants  for  the 
southern  part  of  the  state. 


The  economics  programs,  for  the  doctors  of  Dela- 
ware, have  been  extended  and  their  participation 
has  been  improved.  Work  is  under  way  on  a wholly 
new  kind  of  retirement  program  that  may  prove 
useful  to  a number  of  members  who  cannot  benefit 
from  Keogh. 

New  committees  have  been  established  in  the  field 
of  medicine  and  religion  and  to  stimulate  public  and 
professional  action  to  control  venereal  disease.  Three 
years  of  work  by  the  Prepayment  Committee  have 
resulted  in  pilot  programs  of  service  benefits  par- 
tially conceived  and  largely  implemented  with  the 
active  participation  of  Delaware  doctors. 

We  have  had  another  fortunate  year  in  the  State 
House,  during  which  several  bills  favored  by  the 
Society  became  law.  We  had,  as  you  know,  a very 
unfavorable  year  in  Washington.  Just  how  unfavor- 
able this  will  turn  out  to  be  is  still  partly  a matter 
of  speculation.  Of  all  of  the  Society’s  activities  the 
implementation  of  Medicare  is  the  one  that  will 
claim  the  most  attention  over  the  next  year. 

In  my  opinion,  the  section  of  Medicare  with  the 
most  important  long-range  implications  for  Dela- 
ware patients  and  their  physicians,  who  are,  after 
all,  the  groups  of  most  immediate  concern  to  a 
Delaware-based  society  is  not  Part  A,  the  hospital 
plan  nor  Part  B,  the  medical  services  section.  Both 
of  these  will  be  of  great  importance,  but  I think 
that  Title  XIX,  which  will  require  the  state  to  re- 
vamp its  programs  for  the  medically  indigent  and, 
in  some  areas,  to  organize  new  programs,  will  have 
even  more  impact  upon  the  average  practitioner. 

A large  amount  of  time  has  been  devoted  to 
establishing  effective  working  relationships  with  the 
agencies  that  will  implement  this  title,  particularly 
the  Board  of  Health  and  the  Department  of  Public 
Welfare.  We  will  have  the  benefits  of  these  rela- 
tionships, and  we  will  also  have  the  benefit  of  con- 
siderable experience  in  Prepayment  and  substantial 
research  into  the  ways  and  means  of  compensating 
a physician  fairly  for  the  work  he  does.  While  it 
would  be  presumptuous  at  best  to  predict  the  effects 
of  Title  XIX,  the  Medical  Society  appears  to  be  in 
relatively  good  position  to  attack  the  problems  it 
presents. 

I would  like  to  direct  your  attention  to  the  work 
of  Mrs.  Melita  A.  Phillips,  Assistant  Editor  of  the 
Delaware  Medical  Journal,  and  to  that  of  Mrs. 
Winifred  S.  Dowd,  the  office  secretary.  Both  of 
these  are  deserving  of  the  Society’s  appreciation. 
Also  I must  report  that  Mrs.  Jeannette  Berger,  the 
Assistant  Executive  Secretary,  has  resigned,  effec- 
tive tomorrow  night,  to  work  with  a phase  of  the  pov- 
erty program  in  Philadelphia.  The  Council  has 
accepted  her  resignation  with  extreme  regret.  I 
share  that  regret. 

Finally,  I would  like  to  express  my  own  apprecia- 
tion to  the  officers  and  members  of  the  Society,  and 
of  the  three  county  societies,  for  their  many  cour- 
tesies during  the  past  year,  and  for  the  privilege 
of  working  with  them. 
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COMMITTEE  ON  BUDGET 

Allen  D.  King,  Chairman 

The  Committee  on  Budget  has  met,  reviewed  the 
expense  and  income  of  the  Society  for  the  year  past 
and  the  audit  report  for  calendar  1964,  and  has  dis- 
cussed the  needs  of  the  Society  for  the  year  to  come. 
We  recommend  adoption  of  the  following  budget  for 
calendar  1965. 

Receipts 


Dues  $32,040.00 

DMJ  — Subscriptions  1,335.00 

Scholarships  2,225.00 

AMA  Dues  18,450.00 

AMA  1%  Coll,  rebate  184.50 

Exhibits  975.00 

Dividends  and  Interest  2,335.00 

DMJ  overhead  contributions  980.00 

Banquet  750.00 

Total  $59,274.50 

Contra 

AMA  Dues  $18,450.00 

AMA  Dues  Rebate  184.50 

Scholarships  2,225.00 

DMJ  — Subscriptions  1,335.00 

Total  $22,194.50 

Working  Balance  $37,080.00 

Disbursements 

Personnel  $21 .380.00 

Payroll  Taxes  713.16 

Blue  Cross-Blue  Shield  266.88 

Total  $22,360.04 

Office  Operation 

Contribution  to  Academy  $ 2,100.00 

Printing,  Postage,  Stationery  1,500.00 

Telephone  and  Telegrams  750.00 

Audit  375.00 

Miscellaneous  500.00 

Capital  Expense  and  Replacement  300.00 

Total  $ 5,525.00 

Travel  and  Expenses 

AMA  Delegate  $ 720.00 

AMA-MSEA  Conference  275.00 

AMA  Institute  375.00 

Local  500.00 

Contingency  750.00 

Total  $ 2,620.00 

Annual  Meeting 

Stenotyping  $ 150.00 

Printing  200.00 

Prospectus  65.00 

Supper,  House  of  Delegates  185.00 

Banquet  900.00 

Banquet  Entertainment  500.00 

Guest  Speakers  700.00 


Freight  Charges  100.00 

Wiring  50.00 

Porters  50.00 

Clerical  Help  45.00 

Janitorial  Help  25.00 

Miscellaneous  200.00 

Total  $ 3,170.00 

Subscriptions,  Contributions  and  Dues 

AMA  — Aces  and  Deuces  $ 40.00 

Conference  of  Presidents  25.00 

Delaware  Better  Business  Bureau  35.00 

Medical  Society  Executives  Association  20.00 

Delaware  State  Chamber  of  Commerce  50.00 

Delaware  State  Science  Fair  50.00 

Shearon  Legislative  Service  18.00 

Presidents  and  Presidents-Elect  10.00 

Contributions  — Contingency  100.00 

Total  $ 348.00 

Operations  of  Committees 

and  Contingency  Funds  $ 3,056.96 

Total  Disbursements  $37,080.00 


THE  PROGRAM  COMMITTEE 
Alfred  R.  Shands,  Jr.,  Chairman 

The  Program  Committee  had  no  formal  meetings 
during  the  year,  but  the  Chairman  talked  individ- 
ually with  the  other  two  members,  Dr.  O.  J.  Poliak 
of  Dover,  and  Dr.  J.  L.  Fox  of  Seaford,  and  had 
correspondence  with  each  member  concerning  the 
selection  of  papers. 

The  program  was  completed  the  first  part  of  May 
and  sent  to  the  President,  Dr.  Gerald  A.  Beatty, 
for  his  approval,  with  copies  to  Mr.  Morris  and 
the  other  members  of  the  Program  Committee.  No 
essential  changes  have  been  made  in  the  program 
since  May. 

COMMITTEE  ON  PUBLIC  LAWS 
William  O.  LaMotte,  Jr.,  Chairman 
State  Legislation 

A series  of  six  bills  concerning  mental  health  and 
the  Delaware  State  Hospital  were  passed  by  the 
Senate  during  the  present  session  of  the  legislature. 
The  first  concerned  certain  changes  in  the  procedures 
of  discharge  of  patients  from  the  Delaware  State  Hos- 
pital and  certain  procedures  involved  in  bringing 
patients  back  to  the  hospital  who  are  out  on  con- 
valescence or  out  of  the  hospital  on  unauthorized 
leave.  The  second  bill  deleted  the  word  Farnhurst 
from  the  Delaware  Code  wherever  the  Delaware 
State  Hospital  was  mentioned.  The  third  bill  pro- 
vides penalties  for  causing  unwarranted  hospital- 
ization in  the  Delaware  State  Hospital  or  denial 
of  rights  accorded  in  Chapter  51,  Title  16  of  the 
Delaware  Code.  The  fourth  bill  concerns  provision 
for  voluntary  hospitalization  of  patients  of  the  Dela- 
ware State  Hospital  with  certain  safeguards  in  re- 
spect to  the  patient’s  age  and  with  provision  for 
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voluntary  discharge  within  the  five  days  of  request 
provided  committment  under  some  other  provision 
of  the  law  had  not  been  carried  out  in  the  interval. 
The  fifth  bill  concerned  procedures  for  involuntary 
detention  in  the  Delaware  State  Hospital  for  an 
indeterminate  period,  outlining  the  procedures  in- 
volved, including  the  part  to  be  played  by  licensed 
medical  doctors,  including  a provision  for  immunity 
from  civil  damages  or  criminal  penalties  directed 
against  the  physician  for  his  part  in  this  procedure. 
The  sixth  and  final  bill  added  provisions  for  emer- 
gency apprehension  of  the  dangerous  mentally  ill, 
permitting  a peace  officer  may  take  such  an  individ- 
ual into  custody  without  the  necessity  of  a warrant 
upon  the  signed  complaint  of  any  person.  If  subse- 
quently a medical  doctor  licensed  to  practice  medi- 
cine or  surgery  in  the  state  certifies  in  writing  that 
this  individual  is  to  the  best  of  the  doctor’s  knowl- 
edge at  that  time  a dangerous  mentally  ill  patient 
this  patient  should  then  be  delivered  to  the  officials 
of  the  Delaware  State  Hospital.  The  hospital  is 
authorized  to  detain  such  an  individual  for  a period 
not  to  exceed  72  hours,  at  which  time  he  may  be 
discharged  unless  he  is  admitted  or  committed  to 
the  hospital  under  some  other  provision  of  law.  This 
bill  also  relieves  peace  officers  and  medical  doctors 
from  civil  damages  or  criminal  penalties  resulting 
from  the  performances  of  these  functions. 

So-called  “battered  child  legislation”  which  was 
studied  and  developed  during  the  last  session  of  legis- 
lature was  further  studied  and  brought  into  law 
during  the  present  session.  The  bill  that  was  passed 
was  backed  and  supported  by  the  Medical  Society  of 
Delaware.  The  purpose  of  such  legislation  is  to  pro- 
vide for  the  protection  of  children  who  have  had 
physical  injury  inflicted  upon  them  and  who  may 
be  threatened  by  the  conduct  of  those  responsible  for 
their  care  and  protection.  The  legislation  provides 
for  the  mandatory  reporting  by  physicians  and  insti- 
tutions of  such  certain  physical  abuse  and/or  neglect 
of  children.  It  is  provided  that  a report  must  be 
made  to  the  Family  Court  of  the  county  where  such 
child  resides  within  three  days  after  the  discovery 
of  the  injury,  whereupon  the  Family  Court  may  in 
its  discretion  refer  the  matter  to  the  proper  police 
department  for  further  investigation  if  needed.  It 
is  provided  that  anyone  participating  in  good  faith 
in  the  making  of  a report  pursuant  to  this  Chapter 
shall  have  immunity  from  any  liability,  civil  or  crim- 
inal, that  might  otherwise  be  incurred  or  imposed. 
Furthermore  the  legislation  provides  that  neither  the 
physician/patient  privilege  nor  the  husband/wife 
privilege  should  be  grounds  for  excluding  evidence 
regarding  a child’s  injuries  in  any  judicial  proceed- 
ing resulting  from  a report  pursuant  to  same.  An- 
other bill  backed  by  the  Society  and  one  which 
passed  was  that  which  removed  the  name  welfare 
from  the  name  of  the  State  Home  and  Hospital  for 
the  Chronically  111  in  Smyrna. 

The  Society  did  not  oppose  a bill  which  became 
law  which  provided  for  the  payment  to  podiatrists  by 


insurance  plans  and  Workman's  Compensation  for 
those  procedures  which  podiatrists  are  licensed  to 
carry  out  in  this  state. 

A legislation  in  the  form  of  an  amendment  to  the 
Medical  Practice  Act  has  been  considered  in  1963 
and  1964  and  again  in  1965.  The  purpose  of  this  is  to 
clarify  the  existing  statute  which  seems  to  make  it 
illegal  for  a non-medical  person  to  use  the  title  “Doc- 
tor.” The  proposal  would  make  it  clearly  legal  for 
any  person  with  a graduate  doctorate  degree  to  use 
the  term  of  doctor  provided  such  use  is  not  in  rela- 
tion to  a health  or  paramedical  discipline. 

A proposal  has  received  considerable  study  con- 
cerning alterations  in  the  present  abortion  law  in 
this  state.  There  has  apparently  existed  for  years  a 
gulf  between  laws  on  therapeutic  abortion  and  actual 
professional  practice  to  spite  efforts  to  bring  them 
together.  At  the  present  time  a therapeutic  abortion 
is  legal  only  if  the  life  of  the  mother  is  threatened. 
The  law  does  not  consider  other  factors  in  connection 
with  the  physical  and  mental  health  of  the  mother 
and  does  not  consider  at  all  the  prevention  of  the 
birth  of  a deformed  child.  No  formal  effort  to  launch 
such  legislation  has  yet  been  made  pending  a broad 
base  of  educational  program  in  order  to  receive  the 
proper  support  and  backing  for  such  legislation  when 
it  is  deemed  timely. 

National  Legislation 

Considerable  time  and  effort  was  spent  support- 
ing HR3727  the  so-called  Eldercare  Bill.  This  in- 
cluded displayed  newspaper  ads  and  third  second 
spot  radio  announcements.  The  Women’s  Auxiliary 
of  the  various  counties  were  very  active  in  distrib- 
uting pamphlets  on  this  subject. 

It  is  known  to  all  that  these  efforts  failed,  and 
instead  so-called  “Medicare"  was  passed  as  a part 
of  the  Social  Security  amendments  of  1965.  Before 
and  during  the  consideration  of  this  legislation  by 
the  Senate  House  Conference  Committee  to  deal  with 
the  513  amendments  attached  to  the  House  Legis- 
lation by  the  Senate,  members  of  the  Society  were 
active  in  keeping  our  own  legislators  from  this  state 
informed,  particularly  in  the  area  of  the  inclusion 
of  radiologists,  anesthesiologists,  pathologists,  psychi- 
atrists in  the  hospital  portion  of  the  legislation, 
the  inclusion  of  optometrists  and  the  inclusion  of 
chiropractors  in  the  legislation.  In  the  final  version 
the  inclusion  of  chiropractors  was  eliminated,  the 
inclusion  of  optometrists  was  eliminated  and  the 
above  mentioned  hospital  oriented  physicians  were 
included  in  the  voluntary  portion  of  the  supplemental 
legislation  rather  than  in  the  completely  Social  Se- 
curity financed  compulsory  hospital  portion. 

Members  of  the  Society  in  cooperation  with  other 
interested  and  necessarily  involved  people  in  the 
state  are  now  in  the  process  of  studying  any  changes 
in  State  Legislation  which  might  be  required  to 
implement  the  provisions  of  the  Society  Security 
Amendments  of  1965,  in  a manner  that  will  be  to  the 
best  interest  of  the  patient. 
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PUBLICATIONS  COMMITTEE 
Report  of  the  Editor 
Henry  A.  Clagett,  Jr.,  Chairman 

The  Editor  reports  the  usual  difficulty  in  bal- 
ancing the  amount  of  scientific  material  to  the 
advertising.  In  the  early  part  of  the  year  the  adver- 
tising was  unusually  scanty  and  hence  we  were 
unable  to  utilize  all  of  the  scientific  papers  submitted. 
Recently,  we  had  an  unexpected  surge  in  advertising 
and  consequently  were  left  with  a lack  of  material. 
It  is  hoped  that  all  authors  submitting  papers  will 
try  to  realize  the  problem  we  have  along  this  line. 

BUSINESS  MANAGER’S  REPORT 


Mr.  Lawrence  C.  Morris,  Jr. 

A. 

Statement  of  Receipts  and  Disbursements,  issues  of 
August,  1964  through  July,  1965 

Receipts 


Advertising,  net  $11,455.36 

Subscriptions  1,488.50 

SMJAB  — working 

fund  rebate  601.62 

Roster  sales  51.00 

Single  Copy  sales  20.75 

Reimbursed  expense, 

including  reprints  264.22 

Interest  87.50 

Total  Receipts  


$13,968.95 


Disbursements 


Salary  $ 3,000.00 

Payroll  Tax  128.95 

Printing  of  Journal  10,856.70 

Miscellaneous  Printing  304.50 

Photographs  and  Plates  304.41 

Postage  Account  102.49 

Copyright  Account  100.00 

Addressing  120.00 

Insurance  92.85 

State  Journal 

Conference  — Expenses  97.89 

Total  Disbursements  

Operating  Loss  


$15,107.79 
$ 1,138.84 


B. 

Savings  Account 
Balance  (with  accrued 

interest)  September  1,  1964  $ 6,055.93 

Deposits  or  Withdrawals  None 

Interest  accrued  241.87 

Balance  (with  accrued 

interest)  September  1,  1965  $ 6,297.80 

C. 

Assets 

Operating  Account  $ 1,877.86 

Savings  Account  6,297.80 

U.  S.  Treasury  Bonds  3,502.38 

Total  $11,678.04 


Less:  Owing  to  Medical 


Society  of  Delaware  1,407.38 

Net  Assets  $10,270.66 


REPORT  OF  THE  WOMAN’S  AUXILIARY  TO 
THE  MEDICAL  SOCIETY  OF  DELAWARE 

Mrs.  Laurence  L.  Fitchett,  President 

Striving  to  keep  in  tune  with  the  National  Aux- 
iliary’s refrain  “Close  the  Gap,"  the  Woman’s  Auxil- 
iary to  the  Medical  Society  of  Delaware  made  an 
intensive  effort  to  contact  every  doctor's  wife  in  our 
state;  as  a present  member  or  a potential  member. 
“Our  members  are  our  most  valuable  asset,  and  each 
member  helps  in  some  way’’  — if  only  to  show  loyalty 
to  the  medical  profession. 

In  the  fall  of  1964,  each  county  sent  personal 
invitations  to  every  doctor's  wife  to  attend  a special, 
friendly  get-to-gether,  at  a coffee  or  luncheon.  The 
response  was  most  successful  and  requests  made  to 
have  this  repeated  next  year.  This  was  followed  by 
“Greetings"  from  the  State  President  in  a letter  stat- 
ing the  theme  for  1965  to  be  “100%  Membership,  and 
Getting  to  Know  You.”  Listed  were  the  aims  of 
the  Auxiliary,  types  of  membership,  special  activi- 
ties, important  meeting  dates,  and  a hearty  welcome 
to  everyone  to  attend  them;  especially  the  Third 
Annual  Spring  Workshop  with  its  objective  being 
“Getting  to  Know  Your  Auxiliary.”  This  personal 
approach  revived  interest  and  increased  the  member- 
ship in  each  county.  Kent  County  with  7 new  mem- 
bers and  94%  record  membership. 

The  Spring  Workshop  in  April  was  most  interest- 
ing and  informative.  Based  on  “Getting  to  Know 
Your  Auxiliary,”  reports  of  major  interests  in  our 
largest  county  were  given  by  the  Legislative,  Health 
Careers,  Disaster  Preparedness,  and  Community  Serv- 
ice Chairman;  the  latter  included  the  newly  organ- 
ized “Operation  Handclasp”  for  new  residents,  for- 
eign doctors  and  their  families.  Since  Mental  Health 
has  always  been  one  of  our  key  programs  our  chief 
speaker  at  this  workshop  was  Dr.  Daniel  Lieberman, 
Commissioner  of  the  State  Department  of  Mental 
Health.  He  spoke  on  “Mental  Health  and  Your 
Responsibility,”  followed  by  a question  and  answer 
period  that  evoked  deep  thought  as  to  the  possible 
activities  of  our  Auxiliary  in  the  near  future.  One 
objective  was  fulfilled  this  year  with  the  series 
“Milestones  to  Maturity”  being  placed  in  every  high 
school  in  the  state  and  the  promise  of  their  use  in 
Health  courses. 

With  membership  acknowledged  as  the  accepted 
all-out  effort  of  all  our  states,  I’d  like  to  mention  the 
outstanding  combined  program  of  Disaster  Prepared- 
ness and  Safety  presented  in  New  Castle  County. 
We  are  justly  proud  of  their  efforts  and  achieve- 
ments in  Health  Mobilization  activities. 

An  outstanding  eleven  session  course  in  Medical- 
Self-Help  was  offered  to  Auxiliary  members  and  rep- 
resentatives from  local  clubs  and  churches.  This 
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project,  under  auspices  of  the  U.  S.  Public  Health 
Service  and  the  Delaware  Civil  Defense  proved  most 
successful;  49  Civil  Defense  and  55  Red  Cross  Stand- 
ard First-Aid  certificates  were  awarded.  A total  of 
89  women  attended  one  or  more  of  the  classes.  Six 
women  received  only  the  Red  Cross  First-Aid  Cer- 
tificate. Forty-nine  women  graduated  from  the  Med- 
ical Self-Help  Training  Course  as  set  up  by  the 
U.S.  Public  Health  Service. 

Community  Service  and  Public  Relations  chairmen 
assisted  by  contacting  the  clubs  and  churches. 
Jointly,  they  gave  two  programs  for  county  home- 
maker’s group.  1.  What’s  in  the  medicine  cabinet, 
and  why?  2.  Home  care  of  the  stroke  patient. 

Local  organizations  participated  in  the  training 
and  supplied  films;  among  them  the  American  Can- 
cer Society,  the  Heart  Association,  the  Visiting  Nurse 
Association,  and  the  Mental  Health  Association. 
Several  Wilmington  doctors  gave  lectures  on  emer- 
gency first  aid,  burns,  and  shock;  and  emergency 
childbirth  respectively. 

In  conclusion,  I proudly  state  that  Delaware,  with 
only  3 counties,  has  this  year  made  an  effort  to  Grow 
in  Strength  and  Grow  in  Purpose. 

REPORTS  OF  SPECIAL  COMMITTEES 

(All  reports  were  accepted  as  published) 

REPORT  OF  COMMITTEE  ON  AMA-ERF 
Joseph  M.  Barsky,  Jr.,  Chairman 

The  Committee  is  most  happy  to  report  a contin- 
uing increase  both  in  nmber  of  contributors  and  in 
total  amount  contributed.  The  Society  has  also 
effected  one  loan  to  a student  in  training  under  the 
Medical  Education  Loan  Guarantee  Program. 

We  hope  that  the  upward  trend  of  the  past  four 
years  will  continue  and  we  would  anticipate  further 
increases  in  the  Loan  Guarantee  Program  utilization. 

COMMITTEE  ON  EDUCATION 

Leonard  P.  Lang,  Chairman 

In  the  belief  that  Post-Graduate  Medical  Educa- 
tion is  best  presented  to  the  practicing  physician  in 
his  own  locality,  a trial  program  is  being  initiated 
for  southern  Delaware  at  the  Nanticoke  Hospital. 
The  basic  part  of  the  program  will  consist  of  visits 
by  physicians  who  will  deliver  a talk  on  problems 
met  in  daily  practice,  followed  by  a discussion  period 
and  presentation  of  pertinent  cases.  This  format  is 
designed  to  produce  maximum  participation  by  the 
Staff  Physicians.  Program  notices  will  be  mailed  in 
advance  to  all  physicians  in  Sussex  and  Kent  Coun- 
ties and  a cordial  invitation  has  been  extended  to 
anyone  interested.  This  program  has  been  made 
possible  by  the  generous  financial  support  of  the 
Delaware  State  Board  of  Health  and  the  Delaware 
Chapter  of  the  American  Heart  Association. 


THE  GRIEVANCE  BOARD 
A.  R.  Shands,  Jr.,  Chairman 

As  Chairman  of  the  Grievance  Board  of  the  Medi- 
cal Society  of  Delaware,  I wish  to  report  that  there 
have  been  no  meetings  during  the  year  1964-65  nor 
has  there  been  a case  referred  to  the  Board  for 
opinion. 

COMMITTEE  ON  MEDICAL  SCHOLARSHIPS 
Leonard  P.  Lang,  Chairman 

Scholarships  were  awarded  this  year  to  Walter 
Nicholson  of  Dover,  Delaware,  a graduate  of  the 
Franklin  Marshall  College  who  will  attend  the  Uni- 
versity of  Pittsburgh  and  to  Robert  W.  Bunting  of 
Wilmington,  Delaware,  a graduate  of  Carleton  Col- 
lege who  will  attend  the  Columbia  University  College 
of  Physicians  and  Surgeons.  Two  scholarships  were 
available  since  none  was  awarded  last  year.  Renewals 
of  grants  were  extended  to  John  W.  Tull  and  C. 
Wayne  Calloway  both  of  whom  presented  evidence 
of  satisfactory  performance  from  their  respective 
Medical  Schools. 

REPORT  OF  THE  COMMITTEE  ON 
INFANT  MORTALITY 

Katherine  L.  Esterly,  Chairman 

The  Committee  on  Infant  Mortality  has  continued 
to  collect  data  concerning  the  neonatal  deaths.  That 
is,  the  infants  who  died  within  the  first  twenty-eight 
days  of  life.  The  death  rates  are  summarized  in 
Table  I and  the  causes  of  death,  in  Table  II.  These 
figures  are  not  significant  as  far  as  determining  any 
rise  or  fall  in  the  rate  compared  to  another  year. 
This  was  shown  quite  strikingly  last  year  when  the 
comparative  data  for  the  ten  year  period  from  1954 
to  1963  was  presented. 

A shortened  form  of  the  data  presented  last  year 
is  included  in  Table  III  of  this  report  in  order  to 
emphasize  the  fact  that  over  a ten  year  period  the 
State  of  Delaware  has  not  appreciably  changed  its 
neonatal  death  rate.  The  rate  for  the  first  five  years 
was  15.9,  for  the  second  five  years  15.5  and  for  the 
ten  year  period  15.7.  If  the  non-viable  deaths  (those 
under  1000  Gm.)  are  eliminated,  the  rate  is  10.0  for 
all  three  periods.  There  seems  to  be  a trend  for  the 
Wilmington  Hospitals  to  decrease  their  rates  and  the 
other  hospitals  in  the  state  to  increase. 

This  year  the  causes  of  death  have  been  sum- 
marized for  the  ten  year  period  from  1954  to  1963. 
Only  the  eight  major  causes  are  listed.  Twenty-two 
miscellaneous  causes  over  the  ten  year  period  ac- 
counted for  1-4%  of  the  remainder  of  deaths.  The 
percentage  of  autopsies  performed  is  also  listed.  The 
steady  rise  in  post-mortem  examinations  probably 
accounts  for  the  drop  in  the  undetermined  deaths 
and  may  account  for  the  increased  percentage  due 
to  congenital  anomalies. 

The  causes  of  death  in  the  U.  S.  A.  during  the  first 
seven  days  in  1963  reveal  undetermined  — 39.2%, 
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congenital  anomalies — 10.8%,  erythroblastosis  fetalis 
— 2.6%,  and  pneumonia  — 2.7%. 

This  committee  feels  that  regardless  of  the  death 
rate  and  cause  of  death  trends,  there  are  two  major 
areas  for  concentration  of  effort  in  decreasing  fetal 
wastage.  The  first  is  to  decrease  the  rate  of  prema- 
turity bv  providing  better  prenatal  care.  The  second 
is  to  continue  to  have  frank  discussions  of  the  neo- 
natal deaths  by  the  obstetrical  and  pediatric  depart- 
ments, always  looking  for  changes  in  technique  or 
judgment  that  would  prevent  difficulty  in  the  future. 

REPORT  OF  THE  COMMITTEE 
ON  MATERNAL  MORTALITY  — 1960-1964 

Charles  R.  Green,  Chairman 

This  report  is  a follow-up  and  sequel  to  a report 
concerning  the  same  topic  and  contained  in  the  Feb- 
ruary, 1961  issue  of  the  Delaware  State  Medical 
Journal.  (1) 

Since  this  previous  report  there  have  been  twenty- 
five  obstetrical  deaths  in  the  State  of  Delaware  cov- 
ering the  period  1960-1964  inclusive. 

The  pertinent  data  concerning  these  deaths  are 
contained  in  the  following  tables  and  accompany 
graphs: 

I.  Causes  of  Death 

Hemorrhage  4 

Sepsis  7 

Pulmonary  Embolism  3 


Anesthesia  1 

Toxemia  2 

Non-obstetrieal  8 

II.  Hospitals 

Delaware  6 

Memorial  5 

Wilmington  General  7 

St.  Francis  1 

Beebe  1 

Kent  General  2 

Nanticoke  1 

Dover  Air  Force  Base  1 

Home  1 

III.  Private  Clinic  Unknown 

13  6 6 

IV.  Obstetrical 

Hemorrhage 

Rupture  of  Uterus 
Posthysterectomv 


Rupture  Tubal  Pregnancy 
Atony  of  Uterus 
Sepsis 

Septic  Abortion  — Clostridium  Welchii 
Septic  Abortion  — Clostridium  Tetanus 
Pueaperal  Sepsis  — Premature  rupture 
of  membrane 

Pueaperal  Sepsis  — Post  Caesarean  Section 
Septic  Abortion  — Pulmonary  Emboli 
Postpartum  Necrosis  at  Uterus  — 

Acute  Yellow  Atrophy  of  Liver 
Septic  Abortion  — Endotoxic  shock 
Pulmonary  Embolism 
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11.8 

20.1 

9.9 

12.9 
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14.1 
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21.0 
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49.7 

14.6 

Deaths  in  1st  7 days 

28 

37 

21 

8 

4 

15 

9 
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9 

7 

155 

Rate  1st  7 days 

11.4 

18.6 

9.5 

12.9 

17.8 

14.1 

9.8 

18.7 

14.1 

13.8 

43.5 

13.6 

Deaths  in  1st  24  hrs. 

19 

23 

12 

5 

3 

10 

8 

6 

8 
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6 
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Rate  1st  24  hrs. 
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10.5 
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16.3 
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% Deaths  previable 
(500-1000  Gms.) 

20.7 

40 

31.8 

37.5 

50.0 

13.3 

9.1 

11.1 

18.2 

22.2 

25 

26.5 

% Deaths  Viable 
Prematures 
(1000-2500  Gms.) 

48.3 

37.5 

59.1 

25.0 

0 

73.4 

63.4 

66.7 

72.7 

33.3 

50 

50 

% Deaths  Full  Term 

31.0 

22.5 

9.1 

37.5 

50.0 

13.3 

27.3 

22.2 

9.1 

44.5 

25 

23.5 

Inadequate  Prenatal 
Care 
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6 

27 

% Inadequate 
Prenatal  Care 
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15 

9.1 
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27.2 

11.1 
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Undetermined 

7 

22 

8 

5 

4 

4 

7 

4 

2 

5 

68 

Hyaline  Membrane 

7 

4 

3 

1 

2 

1 

2 

20 

Congenital  Anomalies 

5 

7 

3 

2 

3 

2 

1 

23 

Intrauterine  Anoxia 

6 

3 

4 

1 

3 

4 

1 

2 

2 

2 

28 

Intracranial 

Hemorrhage 

1 

3 

2 

1 

1 

1 

9 

Erythroblastosis 

Fetalis 

1 

1 

2 

Pneumonitis 

2 

3 

2 

2 

1 

1 

11 

Dehydration 

Gastroenteritis 

1 

1 

2 

Pulmonary 

Hemorrhage 

1 

1 

2 

Pheumothorax 

1 

Total 

29 

40 

22 

8 

4 

15 

11 

9 

11 

9 

8 

166 

% Autopsied 

65.7 

72.5 

60.8 

44.4 

0 

64.4 

45.5 

66.7 

54.5 

66.7 

60.2 

% Undetermined 

24.2 

55 

36.4 

62.5 

0 

26.7 

36.4 

77.7 

36.4 

22.2 

62.5 

41.2 
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Total  Death  Rate 
1st  7 Days 

Delaware 

Wilmingtoi 

General 

Memorial 

St.  Franci: 

Riverside 

Kent 

General 

Milford 

Beebe 

Nanticoke 

U.S.A.F. 

Hospital 

Home 

Total 

1954-1958 

12.9 

18.5 

16.6 

15.7 

25.0 

13.5 

14.5 

19.8 

17.1 

11.9 

21.9 

15.9 

1959-1963 

13.5 

17.2 

14.2 

14.8 

17.0 

15.9 

15.5 

23.1 

14.1 

13.9 

35.2 

15.5 

1954-1963 

13.2 

17.9 

15.2 

15.2 

20.4 

14.8 

15.0 

21.6 

15.4 

13.3 

25.8 

15.7 

Death  Rate  1st  7 Days 

Weight  over  1000  gms. 

1954-1958 

8.5 

12.1 

9.3 

10.1 

14.3 

8.6 

9.2 

10.7 

9.0 

7.3 

20.2 

10.0 

1959-1963 

8.2 

10.1 

8.9 

9.1 

12.6 

10.1 

11.7 

17.6 

8.9 

11.3 

21.4 

10.0 

1954-1963 

8.3 

11.1 

9.1 

9.6 

13.3 

9.4 

11.2 

14.3 

9.0 

10.1 

20.9 

10.0 

TABLE  IV 

PERCENT  OF  DEATHS  DUE  TO  EIGHT  MAJOR  CAUSES 


Cause  of  Dath 

1954 

1955 

1956 

1957 

1958 

1954-58 

1959 

1960 

196i 

1962 

1963 

1959-63 

1964 

Undetermined 

43.6 

43.9 

46.0 

52.0 

49.5 

46.8 

46.7 

40.6 

41.5 

36.4 

45.4 

42.2 

41.1 

Hyaline  Membrane 

7.0 

11.5 

13.5 

10.2 

7.7 

9.7 

9.0 

8.7 

6.4 

11.4 

10.5 

9.0 

12.1 

Congenital 

Anomalies 

12.2 

16.9 

12.5 

12.4 

10.6 

12.7 

10.1 

21.2 

19.7 

23.3 

12.1 

17.2 

13.9 

Intrauterine  Anoxia 

12.2 

9.5 

8.6 

12.4 

10.1 

9.9 

14.1 

8.6 

9.4 

11.4 

11.1 

10.9 

16.9 

Intercranial 

Hemorrhage 

13.9 

8.1 

9.8 

6.8 

11.5 

10.0 

9.5 

8.1 

8.5 

8.5 

6.3 

8.2 

5.4 

Erythroblastosis 

Fetalis 

3.5 

1.3 

2.5 

1.7 

3.8 

2.6 

2.0 

1.1 

5.1 

1.7 

2.6 

2.6 

1.2 

Pulmonary 

Hemorrhage 

1.2 

1.3 

1.2 

1.1 

1.9 

1.4 

1.0 

1.6 

1.3 

1.1 

6.5 

1.1 

1.2 

Pneumonia 

5.8 

4.0 

3.7 

2.2 

3.4 

3.8 

6.6 

4.9 

5.5 

4.6 

3.7 

5.1 

6.6 

% Autopsies 

40.1 

45.8 

49.7 

45.2 

50.5 

53.8 

56.8 

52.1 

58.1 

50 

60.2 

Amniotic  fluid  embolism 
“Embolism,” 

Air  Embolism 
Anesthesia 

Cardiac  Arrest 
T oxem  ia 

Chronic  Hypertensive  Cardio-Vascular 
Disease  with  acute  cardiac  failure 
Chronic  Hypertensive  Cardio-Vascular 
Disease  with  sickle  cell  anemia  — 
acute  cardiac  failure 
N on-obstetrical 

Acute  Bacterial  Endocarditis  (Rheumatic 
Valvular  Heart  Disease). 

Pulmonary  Edema 
Subdural  Hematoma 
Rupture  Congenital  Cerebral  Aneurysm 
Meningitis  (postpartum) — secondary  to 


rupture  sphenoid  sinus  abcess. 

Multiple  Sclerosis  — Stalus  Epilepticus 
Streptococcal  Meningitis 
Pheochromocytoma  Diabetes  Mellitus 
V.  According  to  Years 

1960  — 6 

1961  — 7 

1962  — 2 

1963  — 3 

1964  — 7 

Discussion 

Implicit  in  the  management  of  deaths  due  to  hem- 
orrhage is  the  fact  that  prenatal  care  or  the  lack 
of  it  had  little  to  do  with  the  outcome  as  all  cases 
were  private.  The  catastrophic  results  obtained  on 
occasion  in  obstetrical  hemorrhage  can  be  avoided 
only  if  each  obstetrical  case  is  looked  upon  as  a 
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potential  mortality  if  hemorrhage  supervenes.  The 
average  blood  flow  to  the  uterus  at  term  is  five  hun- 
dred to  seven  hundred  and  fifty  cubic  centimeters. 
This  fact  provides  the  potential  which  placenta  prae- 
via,  abruptio  placentae,  rupture  of  the  uterus,  and 
uterine  atony  can  translate  into  a mortality.  Thus, 
early  diagnosis,  definitive  treatment,  adequate  blood 
replacement,  and  careful  observation  of  the  bleeding 
patient  by  the  physician  or  physicians  involved  is 
mandatory  to  avoid  a catastrophe.  Intensive  care 
facilities  are  invaluable  for  observation  of  the  patient 
after  an  acute  bleeding  episode  but  they  are  not 
intended  to  take  the  physician’s  place. 

Toxemia,  on  the  other  hand,  is  greatly  benefitted 
by  prenatal  care  and  both  cases  mentioned  above 
had  inadequate  prenatal  care.  The  patient  begin- 
ning a pregnancy  with  a chronic  anemia,  whatever 
the  etiology  might  be,  should  have  this  anemia  cor- 
rected prior  to  the  third  trimester.  The  patient 
beginning  a pregnancy  with  an  enlarged  heart  sec- 
ondary to  hypertension  enjoys  the  questionable 
benefit  of  having  a twenty-five  percent  greater  chance 
of  developing  superimposed  toxemia.  This  in  turn 
increases  the  likelihood  of  congestive  failure.  These 
factors  have  correctable  mechanisms  available. 

Pulmonary  embolism  is  varied  in  etiology  but  in 
the  cases  presented,  at  least,  air  embolism  is  not 
usually  thought  of  as  occurring  spontaneously. 

Sepsis,  unfortunately,  is  still  a part  of  obstetrics 
which  has  not  been  overcome  but  merely  diluted  by 
the  application  of  antibiotics.  Again,  as  with  inten- 
sive care  units,  antibiotics  are  no  substitute  for  the 
physician’s  judgment  and  application  of  aseptic  prin- 
ciples. There  has  not  yet  been  developed  a “magic 
mold.” 

The  only  cases  of  anesthetic  implications  were  two 
in  number  but  one  of  them  has  been  listed  with  a 
toxemia  causation  primarily.  General  anesthesia  in 
a patient  already  demonstrating  chronic  hypertensive 
cario-vascular  disease  with  superimposed  preeclamp- 
sia with  an  overload  of  intravenous  fluids  is  not  the 
primary  insult  but  only  the  last  straw.  The  other 
case  was  one  of  cardiac  arrest  occurring  during  a 
D&C  for  missed  abortion. 

Of  the  non-obstetrical  group  the  etiologies  causing 
the  patients’  demise  were  various  and  bizarre.  Sev- 
eral fell  into  the  maternal  mortality  group  by  virtue 
of  the  ninety  days  inclusive  postpartum  period  and 
pregnancy  per  se  played  no  part  in  the  patient’s 
death.  One  of  this  group,  however,  does  deserve 
mention  due  to  its  rarity.  The  abscess  of  the  sphe- 
noid sinus  had  eroded  into  the  pituitary  giving  a 
typical  Sheehan’s  Syndrome. 

Summary:  The  following  points  are  advocated: 

I.  Maintain  adequate  and  fully  staffed  (24-hour 
in  the  hospital)  blood  banks  and  have  available 
an  immediate  supply  of  O-negative  fresh  blood 
on  the  delivery  floor  of  these  hospitals. 


II.  Diagnose  early  and  give  adequate  blood  re- 
placement in  hemorrhagic  complications  of 
pregnancy. 

III.  Vigorous  and  aggressive  treatment  of  the  medi- 
cal and  surgical  complications  of  pregnancy 
during  the  prenatal  period. 

IV.  In  the  case  of  severe  postpartum  or  postabortal 
infection,  surgical  removal  of  the  infected 
organs  can  sometimes  translate  loss  into  gain. 

References 

1)  Delaware  State  Medical  Journal  — February 
1961 

MEDICAL  ECONOMICS 
Davis  G.  Durham,  Chairman 

The  Committee  on  Medical  Economics  is  contin- 
uing to  supervise  and  expand  the  Society’s  programs 
to  help  doctors  in  their  business  and  financial  affairs. 

Claim  service  continues  under  the  Group  Insurance 
income  replacement  contract. 

Membership  and  billings  have  increased  again  in 
the  Blue  Cross-Blue  Shield  Group.  The  annual  rate 
is  now  in  excess  of  $52,000,  with  372  physicians  and 
physicians’  employees  being  served.  The  increase  is 
10%  over  1964,  28%  over  1963.  Annual  servings  per 
member  are  $49.83  on  GHS's  most  commonly  held 
contract.  The  expenses  of  the  program  are  ade- 
quately met  by  short-term  investment  of  the  annual 
premiums,  and  there  is  no  prospect  of  a service 
charge  to  cover  them. 

The  Keogh  Trust  is  apparently  helpful  to  a num- 
ber of  members.  There  are  94  doctors  and  their 
employees  participating,  with  contributions  to  date 
of  $135,000.  We  anticipate  a very  substantial  increase 
in  this  amount  as  the  end  of  the  tax  year  ap- 
proaches. 

The  Committee  is  presently  working  on  a proposal 
which  would  permit  the  physician  to  defer  a portion 
of  his  Blue  Shield  compensation  to  a tax-deferred 
pension  program.  This  would  take  advantage  if  an 
existing  “private  ruling”  of  the  Internal  Revenue 
Service  effective  now  in  New  York  State.  We  hope 
to  have  a definite  proposal  before  the  end  of  1965, 
but  the  necessity  for  setting  up  appropriate  legal  and 
financial  machinery,  and  getting  the  coperation  of 
all  the  necessary  agencies  makes  this  impossible  to 
promise. 

COMMITTEE  ON  MEDICAL  SERVICE 
AND  PUBLIC  RELATIONS 

Bernadine  Z.  Paulshock,  Chairman 

The  committee  initially  had  regular  meetings  to 
plan  its  current  programs  and  then  met  as  neces- 
sitated by  business. 

1.  A weekly  radio  program,  Doctor’s  Housecall,  was 
initiated  on  January  5,  1965.  It  is  a regular  week- 
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ly  23  minute  feature  on  WDEL  during  which  the 
guest  physician  is  interviewed  regarding  his 
selected  topic  and  then  answers  questions  from 
the  radio  audience.  To  date  39  physicians  have 
volunteered  and  appeared  on  this  program  and 
its  continuation  is  planned.  Volunteers  from  the 
Society  membership  are  requested  on  any  medical 
subject  of  their  choice. 

2.  At  various  times  throughout  the  year  speakers 
on  health  topics  were  supplied  to  high  schools  and 
other  groups  requesting  this  service. 

3.  The  medical  column,  Memo  From  Your  Doctor, 
for  the  weekly  downstate  and  suburban  news- 
papers has  continued  to  appear  weekly.  Mrs. 
Berger  deserves  special  thanks  for  her  continued 
work  with  the  column.  Contributions  from  the 
Society  members  for  this  column  are  welcomed  at 
any  time. 

4.  The  chairman  of  this  committee  met  regularly 
with  the  New  Castle  County  Medical  Society 
Public  Relations  Committee  to  consider  Ihe 
handling  of  problems  of  current  press  reportage  as 
they  arose. 

5.  Meetings  were  held  as  necessary  in  the  Fall  of 
1964  with  Dr.  W.  O.  LaMotte,  Jr.,  for  prepara- 
tion of  newspaper  advertisements  explaining  the 
Kerr- Mills  benefits. 

6.  In  cooperation  with  Mr.  Morris  newspaper  state- 
ments were  released  on  current  affairs  as  indi- 
cated. A real  efiort  was  made  to  supply  easy 
access  for  the  medical  reporters  of  the  newspapers 
to  authoritative  medical  information  whenever 
they  requested  it. 

7.  The  Committee  met  for  one  meeting  for  the 
specific  purpose  to  try  to  work  out  a television 
feature,  but  were  of  the  opinion  that  production 
costs  and  the  time  involved  for  a worthwhile  fea- 
ture were  more  than  the  Society  could  reason- 
abley  undertake.  It  was  felt  that  a mediocre  show 
would  be  worse  than  none  at  all. 

The  chairman  acknowledges  her  gratitude  to  her 
committee;  Drs.  Alden,  Bacon,  Hofford,  Levitsky, 
Tobin  and  Zimmerman  and  to  Mr.  Morris  and  his 
office  staff  for  their  great  help  during  the  year. 

COMMITTEE  FOR  MEDICAL  SCHOOL 
FOR  DELAWARE 

James  E.  Marvil,  Chairman 

Our  “House  of  Delegates”  of  1964  approved  Dr. 
Penrod's  “Survey  in  regard  to  need  for  a medical 
school  in  Delaware”  and  directed  our  Committee  to 
continue  to  seek  ways  and  means  to  effect  the  estab- 
lishment of  such  a school. 

Dr.  Penrod  advised  that  between  1970  and  1975 
Delaware  should  have  a medical  school.  Since  his 
report,  the  need  is  more  urgent  than  before. 

1.  Our  population  passed  the  half  million  mark 
several  months  ago  and  is  continuing  to  grow  rapidly. 


2.  Our  new  physicians  in  the  State  for  licensure 
dropped  to  thirty  two  in  the  past  year.  Our  Dela- 
ware students  admitted  to  medical  schools  last  fall 
were  down  to  seventeen.  Our  residents  and  intern- 
ships filled  are  slightly  more  than  one  third  of  the 
United  States  average. 

It  is  known  that  five  to  ten  years  are  required  to 
a new  medical  school  in  operation.  Mt.  Sinai  in 
New  York  and  Connecticut  are  two  recent  examples 
requiring  more  than  five  years. 

Delaware  citizens  are  very  interested  in  medical 
education.  In  the  past  year  at  least  three  substantial 
contributions  have  been  given  to  medical  schools  by 
Delaware  citizens.  One  Delaware  Foundation  heavily 
subsidizes  research  in  medical  fields. 

This  Committee  makes  the  following  recommenda- 
tion: 

That  the  House  of  Delegates  instruct  the  Council  of 
the  Medical  Society  of  Delaware  to  establish  a non- 
profit corporation  for  the  purpose  of  obtaining  funds 
for  building  and/or  operating  a school  of  medicine. 
We  also  recommend  that  the  Council  be  instructed 
to  make  provision  for  joint  medical  and  lav  control 
of  the  corporation.  We  recommend  that  the  Council 
consult  with  legal  counsel  about  the  best  procedures 
and  definition  of  the  corporation’s  role. 

It  is  understood  that  at  such  time  when  the  objec- 
tives have  been  reached,  the  assets  of  the  objec- 
poration  are  to  be  used  to  set  up  an  independent 
medical  school  or  they  could  be  transfered  to  an 
existing  educational  institution  in  Delaware.  The 
Medical  Society  of  Delaware  would  pay  for  clerical 
costs  of  getting  such  an  organization  started. 

It  is  further  understood  that  no  State  of  Delaware 
funds  would  be  sought  by  this  corporation. 

The  above  corporation  would  work  under  the 
direction  of  Legal  Counsel  of  the  Medical  Society  of 
Delaware  and  the  President  and  Council  of  the 
Medical  Society  of  Delaware. 

{A  motion  was  passed  to  make  the  establishment 
of  such  a foundation  permissive  on  the  part  of  the 
Council,  and  directing  the  Council  to  seek  the  co- 
operation of  the  University  of  Delaware  if  it  elected 
to  proceed.) 

COMMITTEE  ON  MEDICARE  ADJUDICATION 
Leslie  M.  Dobson,  Chairman 

The  Committee  on  Medicare  Adjudication  has 
considered  3 claims  during  the  past  year.  Two  were 
resolved  in  favor  of  the  physician.  The  third  is  still 
under  consideration. 

The  first  involved  a claim  by  a general  surgeon  for 
compensation  for  multiple  lacerations  of  the  extremi- 
ties. The  surgeon  felt  that  the  extent  and  severity  of 
the  lacerations  justified  a fee  higher  than  that  pro- 
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vided  for  by  the  schedule  of  allowances.  The  Com- 
mittee reviewed  the  operative  reports,  concurred,  and 
recommended  payment  of  the  requested  fee. 

The  second  case  involved  extensive  abdominal  sur- 
gery with  extremely  severe  complications  and  long- 
term after  care.  The  surgeon  felt  that  the  extent  of 
the  care  beyond  the  actual  surgery  was  exceptional, 
and  justified  a higher  fee  than  that  scheduled.  Again, 
the  Committee  carefully  reviewed  the  physician’s 
records  and  concurred.  It  recommended  payment  of 
his  fee  in  full. 

A current  case  involves  a relatively  new  surgical, 
procedure,  for  which  the  Government  has  not  estab- 
lished an  allowance.  This  is  presently  under  adjudi- 
cation. 

COMMITTEE  ON  PREPAYMENT 

Lemuel  C.  McGee,  Chairman 
R.  Douglas  Sanders,  Co-Chairman 

During  the  summer  of  1964  the  Executive  Secre- 
tary, following  a request  of  the  Prepayment  Com- 
mittee, collected  information  on  Foundations  for 
Medical  Care.  His  ten  page  report  formed  the  basis 
for  the  Committee’s  deliberations  during  the  autumn 
of  1964.  Briefly,  an  FMC  is  an  institution  established 
by  physicians  in  a locality  to  provide  paid-in-full 
basic  medical  services  to  the  population,  offering  the 
consumer  free  choice  of  insurance  company  and  of 
broker,  while  retaining  for  the  medical  profession 
control  of  the  level  of  fees  and  of  the  scope  of 
services  offered.  In  addition,  the  medical  profession 
undertakes  to  guarantee  that  care  rendered  under  the 
contract  is  of  good  quality,  and  that  utilization  is 
confined  to  that  necessary  for  quality  medical  care. 

There  are  perhaps  thirty  FMC’s  in  the  country, 
the  majority  of  which  are  on  the  West  Coast. 

From  minutes  of  meeting  October  15,  1964: 

“The  Chairman  then  asked  if  there  were  questions 
or  reactions  concerning  the  informational  report  on 
Foundations  for  Medical  Care  that  had  previously 
been  submitted  to  members  of  the  Committee.  After 
discussion,  it  was  moved,  seconded  and  unanimously 
adopted  that  the  Prepayment  Committee  recommend 
to  the  Council  the  establishment  of  a separate  corn- 
committee  to  pursue  the  Foundation  for  Medical 
Care  concept,  and  to  proceed  to  establish  such  a foun- 
dation for  Delaware  should  it  become  desirable. 

“Next  considered  was  a proposal  from  Blue  Shield 
that  at  the  time  of  announcement  of  the  65  National 
program,  physicians  individually  and  collectively 
adopt  the  policy  of  considering  all  standard  Blue 
Shield  contracts  to  be  service  contracts  for  covered 
procedures  for  patients  over  65  and  under  income 
limits. 

“After  discussion,  it  was  moved,  seconded,  and  un- 
animously passed  to  inform  Blue  Shield  that  the 
Committee  has,  in  general,  no  objecion  to  the  prin- 


ciples of  this  proposal.  However,  the  Committee  does 
object  to  physicians  having  to  assume  the  role  of 
insurance  counsellor  to  all  patients  over  65  and  under 
income,  in  that  a considerable  burden  was  foreseen 
in  the  application  of  the  proposal  in  billing  and 
office  work.  Therefore,  while  the  Committee  does  not 
disapprove  the  suggestion,  it  does  not  approve  it, 
subject  to  clarification  of  how  eligible  patients  will 
be  identified,  and  how  the  physician  is  to  know, 
without  considerable  additional  overhead,  what  he 
may  bill  under  the  various  fee  schedules.  The  Com- 
mittee also  voted  to  remind  Group  Hospital  Service 
of  its  belief  that  if  the  patient  volunteers  the  infor- 
mation that  he  would  find  a higher  bill  a hardship,  he 
will  in  all  probability  receive  paid-in-full  services  un- 
der the  existing  contracts.” 

On  November  10,  1964  Mr.  John  W.  Castelucci, 
Executive  Vice-President  of  NABSP  described  for 
the  Committee  the  Prevailing  Fees  Program  which 
involved  a prepayment  system  to  pay-in-full  medical 
charges  known  to  represent  the  charges  of  9 out  of 
10  physicians  in  a given  medical  community. 

From  minutes  of  meeting  November  30,  1964: 

"The  Prepayment  Committee  recommends  that  the 
Council  agree  to  negotiate  a customary  fee  schedule 
service  contract  with  Blue  Shield  on  the  basis  that 
the  Medical  Society  of  Delaware  initiate  and  parti- 
cipate in  the  survey  of  the  individual  doctors — re 
their  usual  fee  schedules.  We  also  as  a group  will 
outline  in  advance  to  Blue  Shield  the  type  of  con- 
tract we  think  best.  It  is  hoped  that  this  move  will 
not  only  allow  us  to  participate  in  the  present  Blue 
Plans  in  immediately  instituting  the  customary  fee 
schedule,  but  also  would  allow  us  to  institute  a plan 
eventually  for  a foundation  type  program  if  desired.” 

Numerous  meetings  of  the  Committee  were  held 
during  subsequent  months  for  consideration  of  the 
import  of  various  proposals.  A subcommittee  pre- 
pared a survey  to  obtain  information  regarding  cur- 
rent charges  so  as  to  have  a basis  for  a prevailing  fee 
contract  with  a mechanism  for  approving  exceptional 
fees  for  exceptional  professional  services.  The  result 
of  the  year’s  work  is  summarized  in  effect  in  the 
Newsletter,  Medical  Society  of  Delaware,  for  August, 
1965: 

“The  prevailing  fee  program  for  5000  Chrysler  em- 
ployees and  their  dependents  started  August  1.  About 
75%  of  the  physicians  in  the  practice  area — New 
Castle  County — have  indicated  a willingness  to  parti- 
cipate. Participation  across  the  state  is  about  70%. 
The  program  is  experimental,  and  will  have  problems 
to  be  worked  out.  It  also  has,  for  the  first  time, 
positive  local  medical  administration,  through  a pro- 
fessional review  committee.  Any  suggestions,  ques- 
tons  or  complaints  should  be  referred  to  the  com- 
mittee or  to  the  Medical  Society’s  office.  They’ll  be 
appreciated  and  taken  most  seriously.  The  com- 
mittee consists  of  Drs.  R.  D.  Sanders  (temporary 
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chairman),  J.  A.  Arminio,  H.  M.  Baganz,  W.  B. 
Cooper,  R.  W.  Frelick,  J.  W.  Maroney,  J.  B.  Mc- 
Clements,  H.  T.  Mcuire,  H.  S.  Rafal,  C.  F.  Richards, 
K.  S.  Russell,  A.  H.  Seeger  and  H.  Wilk. 

“General  Motors,  which  could  have  elected  the  pre- 
vailing fee  program,  has  signed  a one-year  contract 
with  Metropolitan  Life  Insurance  Company  for  a 
‘reasonable  and  customary  fee’  program.  This  is 
probably  a healthy  development,  since  it  will  result 
in  different  programs  for  two  highly  comparable 
groups  of  approximately  the  same  size,  allowing  com- 
parisons to  be  drawn.  Each  is  large  enough  to  pro- 
vide a good  test,  and  too  small  to  exert  major  in- 
fluence on  patterns  of  practice. 

COMMITTEE  ON  SCHOOL  HEALTH 
Robert  W.  Frelick,  Chairman 

During  the  past  year  the  committee  has  continued 
to  work  with  the  State  Board  of  Education  in  an 
effort  to  work  out  a satisfactory  physical  examina- 
tion routine  for  prospective  teachers.  After  much 
discussion  a temporary  compromise  agreement  has 
been  reached.  We  are  also  in  the  process  of  trying 
to  devise  an  improved  physical  examination  for  the 
students  in  hope  that  we  can  have  this  accepted  by 
the  schools,  various  summer  camps,  colleges,  etc.,  as 
the  form  that  the  physicians  of  Delaware  will  fill 
out  for  these  organizations.  It  is  hoped  that  if  we  can 
develop  a form  satisfactory  to  most  of  us  that  it  will 
make  life  easier  for  the  cooperating  physicians.  It 
seems  appropriate  for  us  as  physicians  to  take  the 
initiative  in  simplifying  and  standardizing  the  mul- 
tiple forms  we  are  asked  to  fill  out  by  various  or- 
ganizations. 

For  reasons  that  are  not  clear  we  failed  in  our 
efforts  to  get  a school  nurse  supervisor  for  the  State. 

Progress  is  being  made  in  defining  the  type  of 
competitive  sports  to  be  played  in  the  Junior  High 
Schools. 

We  helped  co-sponsor  a physicians  and  coaches 
conference  at  the  Alfred  I.  DuPont  Institute  last 
spring.  It  was  a success  for  those  who  went  but  we 
were  disappointed  in  the  turn  out,  especially  from 
the  schools. 

The  committee  agreed  that  it  would  ask  the  House 
of  Delegates  to  lift  the  resolution  on  sex  education 
in  the  schools  that  was  tabled  at  the  last  meeting  of 
the  House  of  Delegates  in  the  fall  of  1964.  In  the 
interim  the  New  Castle  County  Medical  Society  has 
endorsed  the  resolution. 

COMMITTEE  ON  MEDICO-LEGAL  AFFAIRS 
James  T.  Metzger,  Chairman 

The  Committee  for  Medico-Legal  Affairs,  together 
with  joint  chairmanship  of  Rodney  Layton,  Esq.  and 
with  excellent  cooperation  from  the  corresponding 
committee  of  the  Delaware  Bar,  has  continued  its 


activities  primarily  by  way  of  the  Malpractice 
Screening  Panel. 

At  the  request  of  several  members  of  the  Bar,  a 
combined  open  medical-legal  symposium  is  planned 
for  this  Winter  or  Spring. 

REPORTS  OF  DELEGATES  AND  LIAISON 

(All  reports  were  accepted  as  published) 

AMERICAN  CANCER  SOCIETY 
DELAWARE  DIVISION 
(September  1,  1964  to  August  31,  1965) 

Oscar  N.  Stern,  Liaison 
Professional  Education  and  Training 

Medical  Affairs  Literature 

CA  — Journal  for  Clinicians  — subscriptions  to  all 
physicians,  schools  of  nursing,  Visiting  Nurse 
Association  and  hospital  staff  rooms. 

CANCER  NEWS  — subscriptions  as  above. 

JOURNAL  CANCER  — To  all  hospital  libraries 
and  Academy  of  Medicine. 

Books  and  Publications  in  amount  of  $242.95  to 
Delaware  Academy  of  Medicine. 

Literature  supplied  to  Licensed  Practical  Nurses 
Workshop;  to  Nursing  Home  Operators’  Confer- 
ence and  to  Delaware  Nurses’  Association  Can- 
cer Institute. 

5,118  pieces  of  medical  affairs  literature  distributed 
to  dentists,  nurses,  physicians  and  nursing  stu- 
dents. 

36,289  pieces  of  public  education  literature  dis- 
tributed by  VNA,  through  physicians  offices, 
through  hospital  clinics,  through  dental  offices 
and  the  State  Board  of  Health. 

Visiting  Lecturers 

Edward  H.  McGehee,  M.D.  for  Academy  of  Gen- 
eral Practitioners,  December  5,  1964;  George 
Rosemond,  M.D.  for  Medical  Education  Confer- 
ence, January  16,  1965;  M.  Vera  Peters,  M.D. 
for  Combined  Medical  Conference,  June  1,  1965. 

Seminars 

Delaware  Licensed  Practical  Nurses  Workshop,  V. 
Barckley,  R.N.,  ACS  Nursing  Consultant, 
speaker  — “Mental  Health  Concepts  in  Cancer 
Nursing"  and  O.  N.  Stern,  M.D.  “Conquer  Ute- 
rine Cancer  Project”  — March  8th. 

Cancer  Institute  for  Nurses  (Delaware  Nurses’ 
Association  and  ACS)  “Treatment  and  Nurs- 
ing Care  Associated  With  Head  and  Neck  Can- 
cer’’. Dewey  A.  Nelson,  M.D.,  Lloyd  B.  Har- 
rison, Jr.,  M.D.  and  Robert  Meckelnburg,  M.D., 
speakers.  Martha  B.  Haber,  R.N.,  Columbia 
Presbyterian  Medical  Center,  and  Mrs.  Eileen 
G.  Jones,  R.  N.,  National  Institutes  of  Health  — 
guest  speakers.  Mae  Hightower  and  George 
Forster  — speakers.  April  22nd. 

Exfoliative  Oral  Cytology  Program  — Co-sponsored 
by  State  Dental  Society,  State  Board  of  Health 
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and  ACS  — Thomas  A.  McFall,  D.D.S.  and 
John  J.  Stetzer,  D.D.S.,  guest  speakers.  Distri- 
bution of  oral  cytology  kits,  May  5th. 

Scholarships 

6 undergraduate  scholarships  at  University  of  Del- 
aware amounting  to  $3,000.  2 cancer  nursing 

scholarships  for  graduate  nurses  at  Memorial 
Hospital,  New  York  amounting  to  $800. 

Professional  Information 

Refresher  Proctology  Clinics  at  Delaware  Hospital 
conducted  by  Robert  McGregor,  M.D.  and  Jo- 
seph Belgrade,  M.D. 

Film  Showings 

29  New  Castle  County 

12  Kent  County 

2 Sussex  County 

Exhibit 

June  10-12  State  Dental  Society  Convention  — 
Hotel  DuPont 

Speakers  Bureau 

52  New  Castle  County  physicians  volunteered 
as  speakers 

32  New  Castle  County  physicians  filled 
speaking  dates 

3 Kent  County  physicians  filled  speaking  dates 
7 Sussex  County  physicians  filled  speaking  dates 
3 physicians  participated  in  2 radio  programs 

Grants-in-Aid  and  Research 

$15,000  additional  grant  to  National  research 

Renewal  of  grant  for  infusion  study  at  Memorial 
Hospital,  Wilmington.  Robert  W.  Frelick,  M.D., 
chief  investigator 

Public  Health  Education  Committee 

Business  and  Industry 

60  companies  had  cancer  education  programs  for 
employees — 17  used  films,  24,992  pieces  of  lit- 
erature distributed 

503  posters 

96,000  (locally  produced)  “cancelled  check”  leaflets 
distributed  by  banks  and  small  firms 

Clubs  and  Organizations 

42  film-speaker  programs 

2,449  pieces  of  literature 

Churches  and  Neighborhoods 

4  programs 

1,536  pieces  of  literature 

Schools  and  Colleges 

496  film  showings  — 25,012  estimated  audience 

4,495  pieces  of  literature 

156  individual  requests  for  literature 

294 


Crusade  Literature 

112,945  pieces  of  educational  literature  and  22  dis- 
plays for  Crusade 

Exhibits 

Delaware  State  Educators  Association 

Delaware  State  Fair  at  Harrington,  Delaware  — 
5,600  estimated  pieces  of  literature  distributed. 

Interagency  Program  on  Smoking  and  Health 

1.  A medical  speaker  for  the  Health  and  Physical 
Education  Section  of  the  Delaware  State  Edu- 
cation Association 

2.  Distribution  of  smoking  and  health  materials: 
Teachers’  reference  materials  776;  student  lit- 
erature 28,399;  posters  451;  filmstrips  15 

3.  Press  conference  held  at  News-Journal 

4.  Public  Health  Forum — L.  E.  Hinkle,  M.D., 
guest  speaker,  “Your  Annual  Check-up  — An 
Evaluation” 

5.  Inservice  meeting  for  school  nurses  in  the  Al- 
fred I.  duPont  School  District 

6.  3 Smoking  and  Health  Programs  with  4-H 
Clubs  and  PTA’s  in  Kent  and  Sussex  Counties 

7.  Pilot  program  initiated  with  University  of  Del- 
aware for  1965-66  school  year 

8.  Personal  contact  made  with  all  high  schools  in 
Kent  and  Sussex  Counties  regarding  programs 

Conquer  Uterine  Cancer  Project 

35  Delaware  Home  Economics  Extension  Clubs, 
the  Delaware  Nurses’  Association  and  the  Dela- 
ware Licensed  Practical  Nurses  are  participating 
in  this  project. 

State  Board  of  Health  Report 

Film  Service — (Oct.  1,  1964  - July  1,  1965) 

16  film  showings  schools  and  colleges 
2 film  showings  organizations 

Distributed  literature 

Assisted  with  radio  script  on  Cancer  used  on  “The 
Healthy  Harrison”  program 

PATIENT  SERVICE 


Castle 

Kent 

Sussex 

Total 

New  applications 

141 

19 

19 

179 

Applications  approved 
Total  patients 

133 

19 

19 

171 

assisted 

178 

31 

32 

241 

Drugs  supplied 

41 

9 

18 

68 

Aid  with  hospital  bills 

10 

7 

8 

25 

Homemaker  service 

4 

— 

— 

4 

Transportation 
Equipment  from 

2 

7 

4 

13 

loan  closet 

36 

11 

1 

48 

Dressings  patients 
Visiting  Nurse 

56 

11 

7 

74 

Association 
Home  Care 

68 

— 

— 

68 

(Del.  Hosp.) 

4 

— 

— 

4 

Other* 

15 

— 

5 

20 
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Transferred  1 — — 1 

Room  and  Board  while 

receiving  treatment  — 12  3 

*Colostomy,  ileostomy,  etc.  equipment 

Dressings 

New  Castle  County  distributed 

42,776  dressings*  3,965  bedpads  50  gowns 

Kent  County  distributed 

12,736  dressings  18  bedpads 

Sussex  County  distributed 
10,400  dressings 

Total 

65,912  dressings  3,983  bedpads  50  gowns 

* Includes  2,000  dressings  sent  to  Sussex  County 

THE  DELAWARE  HEART  ASSOCIATION 
Richard  N.  Taylor,  Liaison 

In  May  of  1964  the  Delaware  Heart  Association 
presented  to  the  New  Castle  County  Medical  Society 
Dr.  Ormand  C.  Julian,  one  of  the  outstanding  vas- 
cular surgeons  of  our  country  and  this  past  May, 
Dr.  Thomas  Killip,  III,  discussed  “Management  of 
Cardiac  Arrhythmias,”  and  the  intensive  coronary 
care  concept.  These  annual  lectures  to  honor  the 
ing  more  popular  and  are  a valuable  contribution  to 
our  continuing  education. 

The  Special  Heart  Clinic,  which  Dr.  Harry  F. 
Zinsser  supervises  at  the  Delaware  Hospital  each 
Tuesday  afternoon,  presents  one  of  the  best  clinic- 
learning situations  and  physicians  who  attend  find 
Doctor  Zinsser  one  of  the  outstanding  teachers  of 
cardiology. 

This  Special  Clinic  and  the  Rheumatic  Fever 
Clinics  at  seven  Delaware  hospitals  continue  to  pro- 
vide services  for  patients  who  need  but  cannot  afford 
specialists’  services  and  prophylactic  medications. 

“Modern  Concepts  of  Cardiovascular  Disease”  and 
the  “Heart  Bulletin”  are  available  to  all  physicians 
at  no  charge  through  the  Heart  Association.  Last 
year  240  physicians  received  these  publications  reg- 
ularly and  benefited  from  the  timely  information  they 
contain. 

The  Delaware  Heart  Association  is  supporting  five 
research  projects  in  Delaware  and  Pennsylvania  to 
the  extent  of  $28,000.  Included  in  the  work  being 
supported  is  some  development  of  the  artificial  im- 
plantable heart.  Past  research  support  was  acknowl- 
edged in  the  April  issue  of  the  “Journal  of  Thoracic 
and  Cardiovascular  Surgery”  when  Mr.  Rogers  and 
Doctors  Williams  and  Dudrick  discussed  “Stainless 
Steel  Disc  Valve  for  Cardiac  Valve  Replacement.” 

Literature  and  films  on  the  various  cardiovascular 
disease  entities  are  available  at  both  the  professional 


and  public  level  to  assist  in  caring  for  our  patients. 

September  9,  10,  and  11,  1965,  were  the  dates  of 
the  first  annual  Auscultation  Conference,  when  Doc- 
tors Weintraub  and  DeLeon  from  Georgetown  Uni- 
versity Hospital  very  capably  presented  what  has 
been  deemed  by  many  to  have  been  the  best  pre- 
sented course  of  its  type  in  Delaware. 

The  Stroke  Committee  under  Dr.  Stanley  Verbit 
is  exploring  the  unmet  needs  in  this  field  and  it  is 
hoped  that  concentration  on  improved  rehabilitation, 
education,  and  treatment  can  reduce  the  toll  of  this 
disease. 

THE  DELAWARE  TUBERCULOSIS 
AND  HEALTH  SOCIETY 

Gerald  A.  Beatty,  Liaison 

Statistics  obtained  from  the  Department  of  Vital 
Statistics  of  the  Delaware  State  Board  of  Health 
indicate  that  up  to  August  1965  there  has  been  a 
decrease  in  new  tuberculosis  cases  diagnosed  in  com- 
parison with  the  same  period  in  1964.  At  last  count 
496  residents  were  receiving  treatment  in  the  hospital 
or  at  home  as  compared  with  534  in  1964. 

The  mobile  unit  teams  of  the  Society  and  the 
State  Board  of  Health  continue  to  lead  the  attack 
on  the  case  detection  front.  Approximately  75,000 
PFX  X-rays  are  taken  each  year  by  the  mobile  units 
and  at  the  Society.  There  is  an  increased  emphasis 
being  placed  on  tuberculin  testing  the  pre-school 
child.  The  annual  tuberculin  testing  program  of  the 
first  grade  children  in  the  City  of  Wilmington  has 
proven  its  worth.  Starting  in  September  1963,  this 
type  testing  is  being  done  statewide  on  a cooperative 
basis  with  the  private  physician,  the  Department  of 
Public  Instruction,  State  Board  of  Health  and  the 
Society.  The  Society  furnishes  without  cost  the 
tuberculin  test  to  the  schools  and  also  to  the  private 
physicians. 

Following  the  recommendations  of  the  Task  Force 
on  Tuberculosis,  a project  studying  the  5 year  in- 
active cases  was  made.  This  involved  the  United 
States  Public  Health  Society.  Preliminary  results 
indicate  that  two  active  cases  were  found  in  this 
group.  The  total  study  group  was  529  patients.  A 
definite  result  of  this  project  has  been  in  having  all 
tuberculosis  laboratory  work  processed  at  the  E.  P. 
Bissell  Hospital.  As  a result  drug  resistant  tests  and 
studies  for  atypical  mycobacteria  are  now  run  rou- 
tinely. 

Research  Study  — Summer  1965 

As  a result  of  the  well  established  tuberculosis  case 
detection  procedures  in  the  Delaware  Migrant  Labor 
Program,  the  American  Thoracic  Society  (Medical 
section  of  N.T.A.)  has  requested  Delaware,  through 
the  State  Board  of  Health  and  the  Delaware  Tuber- 
culosis and  Health  Society,  to  take  part  in  a research 
study  of  this  group. 
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Title  — An  Epidemiologic  Comparative  Study  in 
Delaware  on  the  Tuberculosis  Time  Test  and  the 
Mantoux  Test.  The  Gel  Diffusion  tests  for  early 
detection  of  tuberculosis  will  be  included. 
Significance  of  this  Research: 

1.  The  Tine  test  is  being  widely  used  as  a tool  to 
detect  individuals  infected  with  tubercle  bacilli,  even 
in  the  absence  of  any  data  from  well-controlled  com- 
parative studies.  This  study  provides  both  a plan 
and  detailed  methods  for  obtaining  data  which  will 
justify  a final  conclusion  as  to  the  comparability  of 
the  Tine  and  Mantoux  tests  under  carefully  defined 
and  controlled  conditions. 

2.  Further  evaluation  of  the  Parlett  Gel  Diffusion 
tests  as  a tuberculosis  case  finding  mechanism 
through  serological  testing  will  also  be  possible.  Pre- 
liminary studies  already  done  in  Delaware  indicate 
that  this  test  may  be  valuable  in  early  detection. 

3.  This  research  also  provides  an  ideal  situation 
in  which  junior  or  senior  medical  students  become 
involved  in  excellent  public  health  practice  with  the 
Delaware  State  Board  of  Health.  It  also  will  provide 
them  with  some  practical,  detailed,  epidemiologic 

Finances 

Research  grants  have  been  awarded  to  George 
Washington  School  of  Medicine  by  the  American 
Thoracic  Society  and  the  Delaware  Tuberculosis  and 
Health  Society  for  this  study. 

The  Delaware  State  Board  of  Health  will  fur- 
nish the  normal  personnel  involved  in  the  annual 
migrant  labor  detection  program. 

Personnel: 

Dr.  Lewis  F.  Affronti,  Principal  Investigator, 
George  Washington  School  of  Medicine 

Dr.  Robert  C.  Parlett,  Co- Investigator,  George 
Washington  School  of  Medicine 

Mr.  Frank  F.  Pierson,  Jr.,  will  assume  the  admin- 
istrative and  liaison  responsibilities  with  the  State 
of  Delaware  Health  Department. 

Three  Junior  or  Senior  Medical  Students  will 
be  employed.  They  will  be  trained  by  Lydia  Ed- 
wards, M.D.,  U.S.P.H.S.,  in  skin  testing  techniques 
while  in  Washington.  They  will  be  sent  to  Delaware 
to  do  the  testing  aided  by  ancillary  personnel.  They 
also  will  be  expected  to  attend  certain  clinics  as 
established  by  the  Delaware  State  Board  of  Health 
in  Public  Health. 

Regular  assigned  technicians  from  State  Board  of 
Health. 

The  sixth  annual  lecture  by  the  Delaware  Tuber- 
culosis and  Health  Society  will  be  a panel  presenta- 
tion on  “Clinical  Problems  of  Older  Patients.”  This 
year  the  paper  will  be  presented  in  connection  with 
the  annual  meeting  of  the  Medical  Society  of  Dela- 


ware. This  is  in  keeping  with  excellent  previous  pre- 
sentations. 

The  Society  is  increasing  its  work  in  the  respira- 
tory disease  area  through  cooperation  with  the  Pul- 
monary Function  Laboratory  of  the  Delaware  Hos- 
pital. The  treatment  center  at  the  Emily  P.  Bissell 
Hospital  is  receiving  attention  and  support  by  the 
Society. 

In  line  with  the  increased  attention  to  the  respira- 
tory disease  program,  physicians  are  now  receiving 
special  designed  information  regarding  the  develop 
ment  and  research  in  this  area.  The  Conference 
on  Smoking  and  Health  held  for  high  school  students 
is  another  step  in  prevention  of  respiratory  diseases. 
This  Conference  was  jointly  sponsored  by  the  Amer- 
ican Cancer  Society,  Delaware  Division  and  the  Del- 
aware Tuberculosis  and  Health  Society. 

The  Society’s  activities  include  case  detection, 
nursing  care  in  cooperation  with  the  Wilmington 
Visiting  Nurse  Association,  rehabilitation,  nurses 
scholarships  at  the  University  of  Delaware,  research 
in  pulmonary  function,  Parlett  Gel  Diffusion  test  as 
developed  by  Dr.  Robert  C.  Parlett,  Professor  of 
Microbiology,  George  Washington  University,  “Drug 
Resistant  Tuberculosis”  by  Dr.  William  Harris, 
Professor  of  Medicine,  Woman's  Medical  College 
in  Philadelphia. 

STATE  BOARD  OF  VOCATIONAL 
REHABILITATION 

S.  Ward  Casscells,  Liaison 

Statistics  for  the  past  year  revealed  that  596  dis- 
abled persons  were  rehabilitated  by  the  Vocational 
Rehabilitation  during  the  past  year,  the  largest  num- 
ber of  any  year  since  the  program  began  in  1939, 
and  thirty-four  more  than  the  preceding  year. 

Eighty-nine  percent  of  these  596  persons  were  un- 
employed at  the  time  of  referral,  the  average  weekly 
wage  was  $49.53,  which  in  the  course  of  a year  would 
amount  to  $1%  million  of  earned  income.  Of  inter- 
est is  the  fact  that  24%  of  these  rehabilitated  people 
were  classified  as  suffering  from  mental  illness;  next 
largest  group,  was  the  orthopedic  patients  which 
constituted  15%.  Almost  50%  of  those  rehabilitated 
were  under  the  age  of  34  years. 

The  State  Board  of  Vocational  Rehabilitation  con- 
tinues to  render  a very  necessary  and  worthwhile 
service  to  the  State  and  with  the  continued  help  of 
referring  and  treating  physicians,  it  will  continue  to 
play  a vital  role  in  the  overall  State  Rehabilitation 
Program. 

DELAWARE  CHAPTER,  AMERICAN 
DIABETES  ASSOCIATION 

Herbert  M.  Baganz,  Liaison 

The  American  Diabetes  Association  has  been  ac- 
tive in  the  State  of  Delaware  primarily  through  the 
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activity  of  the  Delaware  Diabetes  Association,  an 
affiliate  of  the  American  Diabetes  Association. 

There  are  twelve  physician  members  of  the  Ameri- 
can Diabetes  Association  in  Delaware  and  one-hun- 
dred twenty  clinical  members  of  the  Delaware  Dia- 
betes Association  which  has  sent  representatives  to 
the  annual  meeting  of  the  National  Organization 
which  is  informally  supported  by  the  Delaware  Dia- 
betes Association. 

The  Delaware  Diabetes  Association  has  continued 
to  be  active  in  professional  education  and  has  sup- 
plied its  members  with  the  new  edition,  “Diabetes 
Mellitus,  Diagnosis  and  Treatment”  by  T.  S.  Da- 
nowski,  M.D.,  published  by  the  American  Diabetes 
Association. 

Lectureships  sponsored  in  conjunction  with  the 
Academy  of  Medicine  and  New  Castle  County  Med- 
ical Society  have  continued,  the  most  recent  of  Pro- 
fessor George  F.  Cahill,  Jr.,  of  Harvard  School  of 
Medicine  entitled  “Diabetes  Mellitus,  Some  Thoughts 
and  Comments.” 

Education  of  the  lay  public  has  continued  with 
the  facilities  of  the  office  in  the  Academy  of  Medi- 
cine being  open  to  the  public  and  pamphlets  and  lit- 
erature that  are  professionally  approved  being  avail- 
able for  distribution.  Open  forum  workshops  have 
been  held  primarily  for  the  one-hundred  forty-five 
members  of  the  lay  members  of  the  Delaware  Dia- 
betes Association,  and  there  has  been  an  active 
Mothers’  Group  meeting  every  other  month. 

The  Delaware  Diabetes  Association  has  sponsored 
the  sending  of  two  diabetic  children  to  summer 
camp  this  year,  and  it  is  hoped  this  program  with 
further  financial  support  can  be  enlarged. 

The  Detection  Program  held  during  the  National 
Diabetic  Week  of  November,  1964,  was  quite  success- 
ful with  blood  sugar  determinations  being  performed 
primarily  in  the  feasting  state  on  approximately  two 
thousand  individuals  with  one-hundred  twenty-five 
being  in  the  suspicious  range.  Upon  partial  followup 
upon  referral  to  their  physicians,  eleven  definite  pre- 
viously unknown  diabetes  were  found  during  this 
week. 

The  experience  of  several  years  of  operation  has 
brought  about  a modification  in  the  organization  of 
the  Delaware  Diabetes  Association  to  better  correlate 
activities  within  our  State,  and  a more  effective 
organization  is  being  accomplished  with  Dr.  Lewis  B. 
Flinn  as  President  of  the  Delaware  Diabetes  Asso- 
ciation with  a co-chairman  of  the  Executive  Com- 
mittee, Mr.  Lee  Buckley,  representing  the  lay  mem- 
bership. 

LIAISON  WITH  THE  CHILD  DIAGNOSTIC 
AND  DEVELOPMENT  CENTER 
OF  DELAWARE,  INC. 

Henry  H.  Stroud,  Liaison 

The  Child  Diagnostic  and  Development  Center  of 
Delaware,  Inc.,  whose  establishment  was  in  part 


financed  by  the  Medical  Society  of  Delaware,  began 
as  a new  facility  for  the  handicapped  child  on  July  1, 
1964. 

The  first  six  months  of  its  existence  was  a period 
of  organization  spent  in  assembling  a staff,  obtain- 
ing equipment,  and  providing  additional  training  for 
the  pediatrician  Director,  Nurse,  and  Medical  Social 
Worker. 

Patients  have  been  seen  regularly  since  Decem- 
ber 21,  1964,  on  referral  from  private  physicians, 
clinics,  service  agencies,  and  schools.  A total  of  120 
children  have  been  seen  to  date  for  conditions  affect- 
ing the  functioning  of  the  central  nervous  system. 

There  remains  some  question  in  the  minds  of  many 
physicians  as  to  our  purpose,  and  I should  like  to 
try  to  explain  . The  Child  Diagnostic  and  Develop- 
ment Center  was  proposed  and  founded  through  the 
actions  of  the  Coordinating  Council  for  the  Handi- 
capped Child  now  representing  some  45  public  and 
private  agencies,  each  providing  some  service  to  chil 
dren  with  handicaps.  It  was  felt  by  the  members  of 
the  Coordinating  Council  for  the  Handicapped  Child 
that  an  agency  was  needed  to  see  that  the  individual 
with  multiple  handicaps  had  appropriate  direction 
to  assure  his  receiving  the  benefits  of  all  available 
services  that  could  help  him  attain  his  maximum 
potential. 

Our  purpose  then  is  to  provide  for  the  evaluation, 
management,  and  continuing  follow-up  of  children 
from  Delaware  with  handicaps  involving  the  nervous 
system. 

The  forms  of  cerebral  dysfunction  appropriately 
referred  to  the  Child  Diagnostic  and  Development 
Center  are: 

1.  Neuromotor  problems  which,  of  course,  includes 
all  types  of  cerebral  palsy. 

2.  Disturbances  of  intellect  — most  of  the  children 
seen  are  mentally  retarded  on  an  organic  basis. 

3.  Disturbances  of  consciousness  — convulsive  dis- 
orders. 

4.  Neurosensory  problems  which  include  disturb- 
ances of  vision  and  hearing  of  neurologic  origin. 

5.  Behavior  problems,  chiefly  the  hyperkinetic  be- 
havior disorder,  that  is  felt  to  be  due  to  organic 
changes. 

6.  Perceptual  disorders,  involving  visual  motor, 
tactile,  or  auditory  distortions  contributing  to  learn- 
ing difficulties. 

The  Child  Diagnostic  and  Development  Center 
functions  through  its  staff  of  four  — a Pediatrician 
Director,  Clinical  Psychologist,  Public  Health  Nurse, 
and  Medical  School  Workers,  and  consultants  in  the 
various  specialties.  Findings  are  interpreted  to  the 
referring  physician,  treatment  facilities,  school  per- 
sonnel, and  parents.  Cooperation  with  all  physicians. 
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agencies,  and  schools  is  essential  for  efficient  func- 
tioning. 

Financing  to  date  has  been  through  private  fees, 
fees  for  services  rendered  State  Board  of  Health 
patients,  and  through  the  contribution  of  many  of 
the  agencies  making  up  the  Coordinating  Council 
for  the  Handicapped  Child.  Within  one  year  the 
Center,  we  hope,  will  be  eligible  for  Community 
Chest  funds. 

REPORT  OF  THE  ACADEMY  OF  MEDICINE 
Victor  D.  Washburn,  Representative 

It  has  been  my  privilege  to  serve  as  your  repre- 
sentative to  the  Delaware  Academy  of  Medicine 
since  1957. 

As  I make  my  final  report  on  these  eight  years 
as  your  representative  I express  to  you  my  apprecia- 
tion for  having  enjoyed  your  confidence  and  the  priv- 
ilege of  being  of  service. 

I am  grateful  to  you  as  my  colleagues  and  to  the 
Executive  Secretaries  of  the  respective  organizations 
for  their  unfailing  courtesy  and  assistance. 

I refer  to  Messrs.  Eugene  Syrovatka  of  the  Acad- 
emy and  Lawrence  C.  Morris,  Jr.  of  our  Society. 

It  so  happens  that  the  report  of  Allston  J.  Mor- 
ris, M.D.,  President  of  the  Academy  contains  so 
much  that  is  pertinent  that  I have  taken  the  liberty 
of  including  some  excerpts  from  his  report  and  edit- 
ing others. 

At  age  thirty -five,  the  Academy  is  in  good  health. 
Not  yet  swollen  with  the  complacency  of  middle-age, 
it  has  nonetheless  a satisfying  past  year  to  reflect 
upon.  There  remain  sufficient  problems  of  the  pres- 
ent and  plans  for  the  future  to  keep  it  lean. 

The  past  year,  the  Medical  School  Feasibility 
Study  was  completed,  and  was  accepted  from  Doctor 
Penrod  early  in  the  summer  of  1964.  The  report  has 
been  distributed  to  the  Associate  members  of  the 
Academy  and  rather  widely  to  other  members  of  the 
community  who  might  be  interested.  An  ad  hoc  com- 
mittee of  the  Academy  worked  hard  and  at  length 
on  this  study,  and  the  efforts  of  Doctor  Burdick  and 
Mr.  Nixon  are  particularly  to  be  commended,  for 
their  faithful  and  wise  interest. 

There  has  been  a continued  increase  in  the  use 
of  the  physical  facilities  of  the  Academy. 

Weekly  Tuesday  morning  medical  conference, 
combined  conferences  of  obstetrical-gynecological 
staffs  of  these  hospitals  are  now  being  held  in  the 
Academy;  also,  combined  pediatric  conferences  are 
held  at  the  Academy.  This  coming  together  for  bet- 
ter conferences,  for  wider  audiences,  has  come  about, 
in  large  part,  through  the  catalytic  chemistry  of 
Doctor  Frank  Fetter. 

The  Academy  continued  to  co-sponsor  certain 


speakers:  with  the  Delaware  Tuberculosis  and  Health 
Society,  the  Annual  Lecture  on  Diseases  of  the  Chest; 
with  the  order  of  St.  Luke,  a lecture  on  suicide  by 
Doctor  Klaus  Thomas  of  Berlin. 

By  virtue  of  a special  gift  to  the  Academy,  a com- 
fortable and  attractive  lounge  has  been  furnished  in 
one  part  of  the  dining  room. 

Another  special  gift  enabled  us  to  air-condition 
the  auditorium  and  dining  room.  This  has  seemed  a 
prudent  thing  to  do  in  view  of  the  increased  use  of 
the  auditorium  through  the  summer  by  the  various 
combined  conferences  which  meet  year  ’round. 

Finally,  nearly  $59,000  has  been  dispersed  by  the 
Academy  in  grants  and  loans  to  students  in  medical 
and  allied  fields,  since  the  program  began  in  1961. 

Among  the  plans  for  the  future,  a study  of  deliv- 
ery of  medical  care  in  rural  Delaware  is  of  high 
importance.  This  study  was  specifically  suggested 
by  the  Medical  School  Feasibility  Study,  and  it 
should  be  launched  during  the  coming  year. 

That  great  expectations  cause  present  frustrations 
is  demonstrated  by  the  Academy’s  plans  and  at- 
tempts to  purchase  adjacent  or  nearby  property. 
Last  year,  the  Directors  gave  specific  authority  to 
the  Finance  Committee  to  acquire  such  property. 
Over  the  past  year,  Mr.  John  Garrigues  and  Doctor 
Davis  Durham  have  labored  diligently.  To  date, 
progress  has  been  limited.  The  effort  will  continue. 

Our  hope  for  the  coming  year  is  that  the  Acad- 
emy may  become  more  widely  effective  geographic- 
ally. We  are  the  Delaware  Academy  of  Medicine. 
To  date  downstate  membership  both  active  and  as- 
sociate, is  small. 

If  this  be  a result  of  apathy,  your  representatives 
accept  it  as  a challenge  and  accept  its  responsibility. 

MENTAL  HEALTH  ASSOCIATION  OF  DELAWARE 
Herman  J.  Bennett,  Liaison 

The  Mental  Health  Association  is  concerned  with 
the  role  of  the  general  hospital  in  overall,  short  term 
psychiatric  care.  It  will  develop  a conference  of  hos- 
pital administrators  on  this  subject. 

The  Association  is  observing  the  results  of  pre- 
payment insurance  on  the  increased  participation  in 
out-patient,  treatment  programs  including  electro  and 
insulin  shock  therapy  and  the  decreased  traditional 
use  of  in-patient  services.  No  active  role  other  than 
observation  is  intended  at  this  time. 

Another  psychiatric  education  program  for  non- 
psychiatric physicians  is  being  considered  and  the 
Association  hopes  to  develop  one  in  conjunction  with 
the  Medical  Society. 

The  Association  endorses  Dr.  Beatty's  position  in 
regard  to  narcotic  addicts. 
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On  September  29,  1965  a lay  conference  on  the 
"Role  of  the  Volunteer  in  Community  Mental  Health 
Programs"  will  be  held  at  the  Scottish  Rite  Cathed- 
ral. Mrs.  Rockefeller,  president  of  the  National  Asso- 
ciation for  Mental  Health,  will  address  the  confer- 
ence. 

REPORT  OF  THE  COMMITTEE 
ON  NOMINATIONS—  1963 

Andrew  M.  Gehret,  Chairman 

The  Committee  on  Nominations  has  met  and  con- 
sidered positions  to  be  filled  by  the  Society  for  the 
1965-66  term.  We  offer  the  following  nominations 
for  consideration  of  the  House  of  Delegates. 

Vice-President  — Rhoslyn  J.  Bishoff,  M.D. 

Secretary  — Joseph  W.  Abbiss,  M.D. 

Treasurer  — Allen  D.  King,  M.D. 

Delegate  to  the  American  Medical  Association  (Jan- 
uary 1,  1966  through  December  31,  1967)  — H. 
Thomas  McGuire,  M.D. 

Alternate  Delegate  to  the  American  Medical  Associ- 
ation— William  O.  LaMotte,  Jr.,  M.D. 
Representative  to  the  Delaware  Academy  of  Medi- 
cine— Norman  L.  Cannon,  M.D. 

Trustees  of  Group  Hospital  Service  — Herbert  M. 
Baganz,  M.D.,  Chairman 

William  B.  Cooper,  M.D.,  Norman  P.  Jones,  M.D. 
H.  Thomas  McGuire,  M.D.,  Karl  S.  Russell,  M.D. 
Allen  H.  Seeger,  M.D. 

Committee  on  the  Budget  — Allen  D.  King,  M.D. — 
Chairman 

Charles  Allen,  M.D.,  Alfred  E.  Bacon,  Jr.,  M.D. 
W.  Phillip  Portz,  M.D.,  Charles  Walker,  Jr.,  M.D. 
Committee  on  Public  Laws  — William  0.  LaMotte, 
Jr.  — Chairman 

Rhoslyn  J.  Bishoff,  M.D.,  Christopher  R.  Don- 
oho,  M.D.  James  E.  Marvil,  M.D.,  William  J. 
Vandervort,  M.D. 

Committee  on  Publications  — A.  Henry  Clagett,  Jr., 
M.D.  — Chairman 

Joseph  W.  Abbiss,  M.D.,  Davis  G.  Durham,  M.D. 
Committee  on  Program  — Otkar  J.  Poliak,  M.D., 
Chairman,  Richardson  B.  Glidden,  M.D.,  Arthur  F. 
Zimmerman,  M.D. 

Nominees  to  the  Board  of  Medical  Examiners  — 
Willard  F.  Preston,  M.D.,  Alfred  E.  Bacon,  Jr., 
M.D.,  Oliver  A.  James,  M.D.,  Robert  F.  Lewis, 
M.D.,  Charles  Allen,  M.D.,  Edward  S.  Dennis, 
M.D.,  James  T.  Metzger,  M.D.,  Allston  J.  Mor- 
ris, M.D.,  Leslie  W.  Whitney,  M.D.,  Joseph  W. 
Abbiss,  M.D. 

RESOLUTIONS 

Resolution  No.  1 

Introduced  by:  William  J.  Vandervort 

Subject:  Solicitation  of  voluntary  contributions 

to  AMPAC  and  DELPAC 
WHEREAS,  AMPAC  and  DELPAC  have  been 


organized  to  enable  the  medical  profession  to  func- 
tion as  an  effective  force  in  the  fields  of  political 
education  and  action;  and 

WHEREAS,  the  American  Medical  Association  in 
June,  1965  reaffirmed  its  previous  position  urging  all 
state  and  county  medical  societies  to  approve,  where 
feasible,  the  inclusion  of  a voluntary,  non-deductible 
contribution  to  independent  political  action  commit- 
tees in  their  annual  billing  statements;  and 

WHEREAS,  a ready  opportunity  to  affiliate  with 
both  state  and  national  political  action  committees 
is  highly  desirable;  and 

WHEREAS,  many  state  political  action  commit- 
tees have  attained  a high  degree  of  success  by  includ- 
ing a voluntary,  non-deductible  contribution  for  po- 
litical education  and  action  on  these  societies  annual 
billing  statements;  and 

WHEREAS,  other  state  medical  societies  are  in 
the  process  or  have  recently  approved  similar  ar- 
rangements; and 

WHEREAS,  the  Board  of  Directors  of  DELPAC 
believes  it  would  function  more  effectively  if  a pro- 
cedure could  be  developed  to  enclose  a separate  no- 
tice in  the  society’s  annual  hilling  statement;  there- 
fore, be  it 

RESOLVED,  that  the  House  of  Delegates  of  the 
Medical  Society  of  Delaware  hereby  urges  the  county 
medical  societies  of  Delaware  to  include  a separate 
notice  of  a non-deductible,  voluntary  contribution  of 
$20  per  member  to  DELPAC  with  their  annual  bill- 
ing statements. 

The  resolution  was  adopted. 

Resolution  No.  2 

Introduced  by:  Norman  L.  Cannon  for  the 

Committee  on  Nominations 

Subject:  Removal  of  numerical  limits  on  com- 

position of  Standing  Committees. 
(Amendment  to  the  By-Laws) 

WHEREAS,  the  By-Laws  of  the  Medical  Society 
of  Delaware  specify  the  number  of  members  who 
may  serve  on  the  standing  committees,  and, 

WHEREAS,  the  growth  of  the  Society  has  re- 
sulted in  an  increase  in  a number  of  members  who 
are  willing  and  able  to  make  valuable  contributions, 
and 

WHEREAS,  the  Nominating  Committee  feels, 
from  its  experience,  that  it  could  offer  more  effective 
standing  committees  if  it  were  permitted  to  nomi- 
nate larger  committees,  therefore  be  it 

RESOLVED,  that  the  words  “not  less  than"  be 
inserted  in  the  By-Laws  in  the  following  places 
within  Article  XII: 

in  Sectioin  6 (Program  Committee),  before  the 
words  “three  elected  members.” 
in  Section  7 (Publications  Committee),  between 
the  words  “the  Secretary  and"  and  the  words 
“two  elected  members.” 

in  Section  8 (Public  Laws  Committee),  before 
the  words  “five  elected  members.” 
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in  Section  9 (Budget  Committee),  between  the 
words,  “the  Treasurer  and”  and  the  words  “four 
elected  members.” 

The  resolution  was  adopted. 

Resolution  No.  3 

Introduced  by:  Victor  D.  Washburn 

Subject:  Implementation  of  PL  89-97  (Medicare) 

WHEREAS,  H.  R.  6675  has  become  P.L.  89-97, 
and 

WHEREAS,  wisely  or  not,  the  representatives  of 
the  people  of  the  United  States,  elected  by  demo- 
cratic process,  have  elected  to  provide  assistance  in 
medical  and  other  health  expenses  to  the  population 
over  65  years  of  age,  and 

WHEREAS,  it  is  unlikely  that  this  intent  can  be 
effectively  implemented  without  the  cooperation  of 
the  medical  profession,  and 

WHEREAS,  we,  the  House  of  Delegates  of  the 
Medical  Society  of  Delaware  are  of  the  opinion 
that  the  physician's  obligations  as  a citizen  are  such 
that  the  profession,  collectively  should  not  refuse  to 
cooperate  in  implementing  the  law  of  the  land, 
therefore  be  it 

RESOLVED,  that  the  Medical  Society  of  Dela- 
ware offers  its  cooperation  to  the  Governor  of  the 
State  of  Delaware  in  any  way  which  may  be  helpful 
in  providing  a meaningful  program  to  the  people  of 
this  state  under  the  law,  and  be  it  further 

RESOLVED,  that  the  Society  commends  the 
American  Medical  Association  for  its  cooperation 
with  the  Department  of  Health,  Education  and  Wel- 
fare on  behalf  of  a proper  implementation  of  PL 
89-97,  and  be  it  further 

RESOLVED,  that  the  Society  urge  its  individual 
members  to  cooperate  in  the  implementation  of  PL 
89-97,  and  be  it  further 

RESOLVED,  that  the  Council  and  the  Committee 
on  Public  Laws  be  instructed  to  observe  closely  the 
implementation  of  PL  89-97  and  to  take  prompt 
action  by  any  ilegal  means  to  bring  to  the  attention 
of  the  Congress  or  the  appropriate  governmental 
agency  any  deficiency  or  inequity  that  may  require 
correction. 

The  resolution  was  adopted. 

Resolution  No.  4 

Introduced  by:  N.  L.  Cannon  for  the  Committee 

on  Venereal  Disease 

Subject:  Venereal  Disease  Control 

WHEREAS,  the  national  and  local  incidence  of 
venereal  disease  is  rising,  and 

WHEREAS,  Delaware’s  rate  is  rising  more  rapidly 
than  the  nation’s,  giving  no  cause  for  complacency 
to  the  public  or  to  the  physicians  of  this  state,  and 
WHEREAS,  venereal  disease  can  be  cured  with- 
out extreme  difficulty,  providing  patients  are  edu- 
cated to  recognize  the  need  for  treatment  and  to 
seek  it,  and  provided  that  physicians  are  reminded 


of  the  need  for  constant  vigilance  for  its  signs,  there- 
fore be  it 

RESOLVED,  that  the  Medical  Society  of  Dela- 
ware undertake  a program  of  public  education  about 
venereal  disease,  and  be  it  further 

RESOLVED,  that  the  Society  seek  the  cooperation 
of  interested  agencies,  public  and  private,  and  be  it 
further 

RESOLVED,  that  the  Society  seek  the  coopera- 
tion of  interested  agencies,  public  and  private,  and  be 
it  further 

RESOLVED,  that  the  Society  remind  its  members 
of  the  necessity  for  constant  alertness  to  the  symp- 
toms of  venereal  disease,  and  be  it  further 

RESOLVED,  that  in  view  of  continuing  changes 
in  recommended  therapy,  the  Society  take  steps  to 
keep  physicians  informed  of  the  latest  developments 
in  veneral  disease  therapy. 

The  resolution  was  adopted. 

Resolution  No.  5 

Introduced  by:  Herbert  M.  Baganz,  Liaison  for 

Delaware  Diabetes  Association 

Subject:  Support  of  the  professional  education  and 

detection  program  in  the  state  of  Delaware 
for  diabetes  and  request  for  budgeted  funds 

That  the  professional  education  activities  and  the 
public  detection  programs  of  the  Delaware  Diabetes 
Association  be  supported  by  The  Medical  Society 
of  Delaware.  This  support  has  been  received  for 
many  years  through  the  previous  program  of  The 
Medical  Society  of  Delaware  by  way  of  the  Com- 
mittee on  Diabetes  until  the  formation  of  the  local 
affiliate  of  the  American  Diabetes  Association,  the 
Delaware  Diabetes  Association. 

Explanation:  The  Delaware  Diabetes  Association 
has  during  the  past  six  years  enlarged  the  former 
program  considerably  and  has  become  quite  effec- 
tive, as  has  been  reported  to  the  House  of  Dele- 
gates in  the  annual  report  from  the  Liaison  Chair- 
man. 

In  recognition  of  the  mutual  interest  and  respon- 
sibility of  our  organizations  and  because  of  the  lim- 
ited means  of  the  Delaware  Diabetes  Association 
and  its  lack  of  an  organized  fund-raising  program 
it  is  requested  that  a budget  for  diabetes  be  estab- 
lished with  the  Medical  Society  of  Delaware  to  be 
expended  by  the  Delaware  Diabetes  Association  for 
professional  meetings,  speakers,  education,  and  public 
health  measures  of  detection.  It  is  suggested  that  the 
budget  be  in  the  amount  of  three  hundred  dollars  a 
year. 

The  Reference  Committee  recommended  that  this 
resolution  be  tabled  and  the  motion  was  carried. 

Resolution  No.  6 

Introduced  by:  W.  B.  Cooper 

Subject:  Blue  Cross-Blue  Shield  as  an  Intermediary 

for  Public  Law  89-97 
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Because  the  Medical  Society  of  Delaware  realizes 
the  broad  implications  Public  Law  89-97  will  have 
on  the  practice  of  medicine  in  the  State  of  Dela- 
ware; and 

WHEREAS,  the  Delaware  Blue  Cross  and  Blue 
Shield  have  an  effectively  administered  prepayment 
plan  covering  340,000  persons  in  the  state;  and 

WHEREAS,  the  Society  feels  that  it  is  in  the  best 
interest  of  the  residents  of  our  state,  that  a voluntary 
system  be  used  to  act  as  a strong  intermediary  be- 
tween the  vendors  of  service  and  the  state  and  federal 
governments;  and 

WHEREAS,  the  Society  feels  in  order  to  take 
advantage  of  Blue  Shield’s  very  considerable  experi- 
ence in  administering  medical  programs,  both  gov- 
ernmental and  non-governmental,  and  further,  in 
order  to  take  advantage  of  Blue  Shield’s  existing 
familiarity  with  patterns  of  practice  in  the  State  of 
Delaware;  and 

WHEREAS,  the  Society  feels  that  the  State  of 
Delaware  and  specifically  the  state  agency  desig- 
nated by  the  Governor  to  administer  Titles  XVIII 
and  XIX  of  Public  Law  89-97,  needs  the  already 
existing  facilities  of  a voluntary  system; 

BE  IT  HEREBY  RESOLVED,  that  the  Medical 
Society  of  Delaware  recommends  the  designation  of 
Blue  Shield  as  fiscal  intermediary  between  the  ven- 
dors of  service  and  the  state  agency  administering 
Titles  XVIII  and  XIX; 

BE  IT  HEREBY  RESOLVED,  that  the  Delaware 
Blue  Cross  and  Blue  Shield  voluntary  system,  after 
such  experience  is  gathered  as  a fiscal  agent,  consider 
the  role  of  an  underwriter  of  Title  XIX; 

AND  BE  IT  FURTHER  RESOLVED,  that  a 
copy  of  this  resolution  be  transmitted  to  the  Gover- 
nor of  the  State  of  Delaware,  the  Secretary  of  the 
Health,  Education  and  Welfare,  and  the  executive 
head  of  the  agency  designated  to  administer  Titles 
XVIII  and  XIX  for  the  State  of  Delaware. 

The  resolution  was  adopted. 

Resolution  No.  7 

Introduced  by:  Robert  W.  Frelick 

Subject:  Schools  and  Problems  Relating  to  Sex 

WHEREAS,  the  altered  structure  of  our  society 
has  resulted  in  greater  permissiveness,  and  changing 
moral  values,  and 

WHEREAS,  the  years  when  sexual  drives  are  rec- 
ognized to  be  approaching  a peak  present  the  need 
for  important,  and  even  urgent  decisions  on  the  part 
of  youth,  and 

WHEREAS,  the  exploitation  of  all  forms  of  mass 
media  of  the  sensual  aspects  of  sex  has  placed  undue 
emphasis  on  erotic  behavior,  as  opposed  to  mature, 
responsible  love  relationships,  and 

WHEREAS,  the  disparity  between  expressed  be- 
liefs and  observed  actions  of  many  adults  has  not 
passed  unnoticed  by  the  youth  of  our  country,  and 

WHEREAS,  the  persistent  occurrence  of  out-of- 
wedlock  pregnancies  and  of  venereal  disease  has 
been  paralleled  by  a lessing  of  the  restrictive  effect 


on  sexual  behavior  by  either  of  these  conditions, 
therefore  be  it 

RESOLVED  that  the  schools  accept  appropriate 
responsibility  for  reinforcing  the  efforts  of  parents 
to  transmit  knowledge  about  the  values  inherent  in 
our  family  system,  and  about  the  psychic,  moral  and 
physical  consequences  of  sexual  behavior,  and  be 
it  further 

RESOLVED  that  this  be  done  by  including  in 
the  general  and  health  education  curriculum  the 
physiology  and  biology  of  human  reproduction  be- 
ginning at  the  elementary  level  and  continuing 
throughout  the  school  years  at  increasing  levels  of 
comprehension,  and  that  the  study  of  veneral  dis- 
eases continue  to  be  a part  of  communicable  disease 
education  during  early  adolescence,  and  be  it  finally 

RESOLVED  that  the  concept  of  the  family  as  a 
unit  of  society  based  on  mature  responsible  love  be 
a continuing  and  pervasive  educational  goal. 

The  resolution  was  adopted. 

Resolution  No.  8 

Introduced  by:  Frank  T.  O’Brien 

Subject:  Cigarettes  and  Tobacco 

RESOLVED,  that  the  sale  of  cigarettes  and  to- 
bacco products  be  discontinued  in  hospitals  through- 
out the  State  of  Delaware. 

Reference  Committee  Report  on  Resolution 

Mr.  Chairman,  the  Reference  Committee  wishes 
to  point  out  that  the  Medical  Society  of  Delaware 
has  no  authority  to  demand  that  cigarettes  and  to- 
bacco products  be  removed  from  sale  in  the  hospitals 
of  Delaware.  At  the  same  time  the  Committee  feels 
that  the  Society  should  reaffirm  its  previously 
adopted  statement  that  cigarette  smoking  is  poten- 
tially harmful  to  health.  We  feel  that  the  hospitals 
should  be  asked  to  review  what  responsibility  they 
may  have  for  educating  the  public  to  the  hazards  of 
smoking,  and  to  take  appropriate  action.. 

The  Reference  Committee  Report  was  not  ac- 
cepted. 

A motion  was  made  and  carried  to  amend  the 
wording  to  read:  “That  the  hospitals  in  Delaware  be 
encouraged  to  discontinue  public  sale  of  cigarettes. 

The  resolution  was  adopted. 

Rcsolulion  No.  9 

Introduced  by:  Frank  T.  O’Brien 

Subject:  Air  Pollution 

RESOLVED,  that  to  further  help  the  prevention 
of  air  pollution,  that  the  Medical  Society  recommend 
to  the  State  Legislature  that  a filtering  device  be 
mandatory  on  all  commercial  vehicles  by  1967  and 
that  industry  be  advised  to  place  a filtering  device 
on  all  waste  fumes. 

Reference  Committee  Report  for  Resolution 

Mr.  Chairman,  the  Reference  Committee  is  sym- 

Continued  on  page  312 
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PSYCHIATRIC  PRINCIPLES  IN  MEDICAL  PRACTICE 


The  Delaware  Academy  of  General  Prac- 
tice and  Jefferson  Medical  College  announce 
the  third  annual  psychiatric  seminar  series 
for  non-psychiatric  physicians. 

As  in  the  past,  these  will  be  informal  clini- 
cally-oriented seminai’s.  While  there  will  be 
tentative  and  suggested  topics,  the  discussions 
will  be  strictly  informal  around  a conference 
table  with  coffee  and  cake  and  will  center 
around  consultations  and  case  material  from 
the  practices  of  the  participating  physicians. 
Interviewing  of  actual  cases  has  been  a very 
successful  part  of  the  previous  seminars  and 
will  be  done  again  this  year. 

In  the  two  previous  years,  both  general 
practitioners  and  specialists  have  participated. 
The  material  is  such  that  much  can  be  gained 
from  it  of  great  practical  clinical  importance 
by  all  non-psychiatric  physicians. 

Wallace  B.  Hussong,  M.D.,  will  again  be 
the  moderator  for  the  series.  He  will  be 
joined  each  session  by  a different  psychiatrist 
who  will  be  the  guest  discussant  for  that  day. 
The  cost  to  each  physician  for  the  course  will 
be  only  thirty-five  dollars,  because  the  major 
portion  of  the  expense  will  be  covered  by  a 
grant  from  the  National  Institute  of  Mental 
Health. 

The  seminar  series  will  be  held  on  Thursday 
afternoons  from  two  to  four  p.m.,  weekly  for 


eight  weeks  beginning  Thursday,  January  20, 
1965,  in  the  Conference  Room  in  the  rear  of 
the  X-ray  Department  at  the  Wilmington 
General  Hospital.  Early  registration  is  urged, 
because  the  informal  nature  of  the  seminar 
will  limit  participation  to  a small  group.  To 
register,  write  to  the  Delaware  Academy  of 
General  Practice,  1925  Lovering  Avenue,  Wil- 
mington, Delaware. 

PROGRAM 

A tentative  schedule  of  guest  discussants 
and  topices  follows. 

Jan.  20,  1966 — Martin  Goldberg,  M.D., 
Sexual  Problems. 

Jan.  27,  1966 — Howard  Field,  M.D., 
Chronic  Dependency. 

Feb.  3,  1966 — John  Koltes,  M.D.,  Anxiety 
and  Emergencies. 

Feb.  10,  1966 — Abraham  Freedman,  M.D., 
Obsessive  and  Hypochondriacal  States. 

Feb.  17,  1966  John  Mock,  M.D.,  Doctor- 
Patient  Relationship. 

Feb.  24,  1966 — William  R.  O’Brien,  M.D., 
Psychotherapy. 

Mar.  3,  1966 — Doris  Willig,  M.D.,  Disorders 
of  Adolescence. 

Mar.  10,  1966 — Charles  Schober,  M.D., 
Depressive  Disorders. 
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FAMILY  PLANNING 

Family  planning  works.  The  medical  profession  should  encourage 
efforts  to  make  information  and  medical  services  available  to  those  who 
most  need  and  want  it. 

For  dozens  of  centuries  mankind  has  relied  on  the  ability  to  reproduce 
to  withstand  the  forces  of  nature  and  disease  and  to  serve  as  a symbol 
of  strength. 

What  previously  was  considered  vital  to  survival  is  now  The  World's 
Biggest  Problem  according  to  a recent  issue  of  “U.S.  News  and  World 
Report.”  James  Reston  said  in  the  “TIMES,”  “It  may  be  the  greatest 
menace  to  world  peace  and  decent  standards  of  life  today.  While  im- 
mense progress  is  being  made  in  the  field  of  production,  it  is  being  wiped 
out  by  the  velocity  of  reproduction.”  It  took  mankind  800,000  years  to 
reach  3.2  billion  human  beings,  but  will  only  take  35  more  years  to 
double  this. 

Medical  science  has  dramatically  succeeded  in  extending  life  and  in 
its  quest  for  knowledge  has  also  raised  birth  control  from  its  beginnings 
in  witchcraft  and  infanticide  to  effectiveness,  safety  and  cafeteria  like 
choices  — rhythm,  intrauterine  devices,  ovulation  suppressants,  and 
manuel  methods. 

Though  family  planning  methods  for  many  years  were  the  exclusive 
property  of  those  of  higher  income  and  education,  efforts  today  are  being 
made  at  all  levels  — municipal,  county,  state,  national  and  world  — to 
make  family  planning  available  to  all  who  desire  it.  President  Johnson 
recently  stated,  “$5.00  invested  in  population  control  is  worth  $100.00  in 
economic  aid.” 

In  our  state,  the  Delaware  League  for  Planned  Parenthood  has  quietly 
but  effectively  demonstrated  both  the  need  and  the  demand  for  family 
planning  to  all  who  would  listen  and  observe  since  1931.  Through  clinics 
in  Wilmington,  Dover,  Georgetown  and  Seaford,  the  League  is  providing 
medically  supervised  contraceptive  research,  information,  and  service  to 
indigent  patients  who  would  otherwise  continue  their  unwanted  and  un- 
controlled child  bearing. 

Family  planning  clinics  are  held  in  private  and  public  hospitals,  public 
health  units  and  in  League  headquarters. 

Recently  the  Delaware  Department  of  Public  Welfare  and  the  State 
Board  of  Health  adopted  policies  which  allow  and  encourage  referrals  to 
family  planning  clinics.  The  State  Board  of  Health  for  many  years  has 
allowed  use  of  its  facilities  for  family  planning  clinics. 

While  acceptance  of  family  planning  as  a necessary,  rational,  voluntary 
and  responsible  act  has  come  a long  way  since  Margaret  Sanger  was  jailed 
in  1916,  the  problems  of  our  state,  country  and  the  world  clearly  show 
that  no  efforts  to  improve  the  economic,  social,  physical,  or  mental  health 
of  mankind  will  succeed  without  it. 


December,  1965 


303 


cJ-lobbie6 


SKIN 

AND 

SCUBA 

DIVING 


Williford  Eppes,  M.D. 


With  a few  further  steps  in  the  progress 
of  communications  it  will  probably  be  pos- 
sible to  converse  with  home,  office  or  the  ex- 
change from  the  bottom  of  the  Atlantic 
Ocean.  At  present  this  possibility  is  pretty 
remote  for  the  Saturday  or  Sunday  skin  or 
SCUBA  diver,  whether  he  be  a physician, 
lawyer,  fireman  or  cook.  Maybe  the  remote- 
ness of  this  possibility  helps  make  diving  such 
a near  perfect  hobby.  At  any  rate  there  is 
nothing  I can  imagine  so  close  to  home  that 
supplies  such  a complete  change  of  environ- 
ment. 

Entering  the  ocean  depths  is  like  invading 
a jungle  where  strange  laws  of  survival  govern 
the  activities  of  many  sea  creatures.  Much 
of  the  sea  above  the  continental  shelf  in  our 
area  is  relatively  barren.  Strange  enough  the 
fertile  oases  are  man  made,  though  often  un- 
intentinally  so.  In  our  cold  water  where 
coral  does  not  flourish  the  stone  breakwaters 
and  wrecks  of  ships  form  the  only  reefs.  On 
these  rocks  and  wrecks  the  algae,  anemones, 
muscles,  barnacles  and  other  stationary  crea- 
tures find  attachment.  The  sea  bass,  eels  and 
lobsters  find  holes  for  protection  from  preda- 
tors while  the  tautog  fatten  like  cattle  grazing 
on  the  muscles.  The  pelagic  fishes  know  the 
sites  of  these  wrecks  and  reefs  as  do  the 
charter  fishing  boat  captains.  Striped  bass 
cruise  the  rocks  for  careless  crustaceans. 


Jacks  and  occasional  albacore  raid  the  wrecks 
for  food.  Flounder  line  the  bottom  close  to 
the  wrecks  and  rocks.  Fortunately,  the  few 
large  prodators  which  could  include  divers  in 
their  diet  seem  to  prefer  fish. 

Along  the  Middle  Atlantic  coast  we  often 
lack  sufficient  water  clarity  to  capture  much 
of  the  beauty  and  action  of  our  jungle  on 
film.  Club  organized  winter  diving  trips  to 
Bermuda  or  the  Bahamas  offer  a chance  for 
underwater  photography.  Our  local  waters 
supply  ample  summer  exploring,  anchor  sal- 
vaging, and  hunting  with  spearguns.  The 
succulent  tautog,  flounders  and  lobsters  are 
added  dividends  of  the  hunting. 

Competitive  spearfishing  done  with  no 
breathing  apparatus  is  a fascinating  and  vig- 
orous sport.  Organized  amateur  competion 
can  be  pursued  to  national  and  international 
levels.  Friendly  competition  between  local 
clubs  adds  to  the  fun  and  companionship  of 
diving.  Keeping  in  condition  is  part  of  the 
game. 

This  little  sketch  of  the  hobby  of  skin  and 
scuba  diving  probably  explains  why  I feel 
it  is  so  complimentary  to  the  practice  of  medi- 
cine. I am  not  in  any  hurry  for  the  advances 
of  communication  to  shake  me  back  to  civili- 
zation from  the  fascination  of  a dive. 
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MORE  DRUG  REACTIONS 

Much  has  been  written  in  these  columns 
about  the  dangers  of  drug  reactions. 

The  New  England  Journal  of  Medicine  of 
November  25th  carries  an  article  by  Murray 
and  Kronenberg  describing  three  additional 
cases  of  pulmonary  reaction  to  nitrofurantoin. 
Numerous  allergic  reactions  have  been  de- 
scribed by  others,  these  previous  episodes 
usually  consisting  of  pulmonary  infiltration 
with  eosinophilia.  The  present  three  cases, 
however,  are  different  in  that  they  mimick 
closely  the  physical  findings  of  pulmonary 
edema,  a condition  usually  secondary  to 
severe  and  advanced  cardiovascular  disease 
which,  of  course,  is  quite  common  in  the 
age  group  of  patients  for  whom  nitrofuran- 
toin is  prescribed. 

Of  the  three  patients  presented,  one  had 
a well  known  history  of  myocardial  infarction 
and  congestive  heart  failure;  therefore,  a diag- 
nosis of  pulmonary  edema  was  not  one  to  be 
unexpected.  The  other  two  patients  had  no 
such  history  but  it  is  none  the  less  important 
to  make  the  proper  diagnosis  so  as  to  institute 
the  proper  treatment. 

In  all  three  patients  there  was  a lack  of 
correlation  between  the  physical  and  labor- 
atory findings.  They  all  showed  diffuse 
crepitant  rales  but  the  x-rays  showed  little  or 
no  pulmonary  congestion.  They  all  had  leu- 
cocytosis  but  none  had  eosinophilia.  Two 
patients  were  digitalized;  one  developed  digi- 
talis intoxication.  In  all,  the  nitrofurantoin 
was  discontinued. 

The  lesson  to  be  learned  is  to  raise  our 
index  of  suspicion.  In  any  individual  taking 
nitrofurantoin  in  which  the  possibility  of 
pulmonary  edema  is  present,  discontinuance 
of  the  drug  should  be  the  first  diagnostic- 
therapeutic  step. 


THE  SIREN  WAILS  LOUDLY 

On  previous  occasions  we  have  complained 
in  this  column  of  the  ambulances,  mostly 
from  suburban  fire  companies  and  rescue 
squads,  who  go  through  Wilmington  with 
little  regard  for  traffic  regulations.  Several 
years  ago  after  one  person  was  killed  as  the 
result  of  an  intersection  collision  with  an 
ambulance,  there  was  a time  when  the  am- 
bulances seemed  to  be  “taking  it  easy.”  That 
time  is  now  over  and  the  race  is  again  in 
progress. 

Must  we  have  more  deaths  before  we  can 
arrive  at  some  sensible  solution? 

Many  of  the  ambulances  are  again  going 
through  red  lights,  a right  which  admittedly 
is  theirs  if  they  proceed  with  due  caution. 

This  subject  should  be  brought  out  in  the 
open  and  discussed  by  legislators,  police,  and 
medical  society  and  some  proper  understand- 
ing be  reached  before  death  strikes  again. 

AMA  CLINICAL  CONVENTION 

The  AMA  has  just  completed  its  fall  meet- 
ing known  as  the  Clinical  Convention.  The 
exhibits,  papers,  and  panel  discussions  were 
of  excellent  calibre  and  showed  the  result  of 
much  work  by  the  program  and  other  com- 
mittees as  well  as  the  individual  contributors. 

Unfortunately,  there  were  murmurs  in  the 
grass  roots  because  some  of  the  exhibits  had 
been  presented  six  months  previously  at  the 
Annual  Meeting  in  New  York. 

While  we  do  not  know  the  exact  motives 
upon  which  the  Clinical  Convention  came  into 
being,  it  is  logical  to  assume  that  it  was  to 
bring  material  to  those  of  the  members  who 
were  unable  to  obtain  it  elsewhere.  Along 
the  same  lines,  spread  the  information. 

But  why  have  an  annual  session  and  a 
clinical  convention  six  months  later  within 
90  miles? 
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American  Family 
Planning 

Practices  concerning  family  planning  will  be  surveyed  by  Princeton 
University  under  a contract  with  the  National  Institute  of  Child  Health 
and  Human  Development.  Called  The  National  Fertility  Study , the 
project  will  assemble  data  on  family  planning  practices  from  a national 
sample  of  some  6200  married  women  in  the  18-54  age  group.  Information 
obtained  can  serve  as  a foundation  upon  which  future  long-term  American 
population  studies  can  be  built.  Data  in  the  study  sample  will  concern: 
birth  control  methods  previously  used;  side  effects  reported  by  women 
using  various  fertility  control  methods;  time  required  to  regain  fertility 
after  discontinuing  oral  contraceptive  use;  socio-economic  background  of 
the  family;  age;  estimates  of  woman’s  age  distribution  at  menopause;  and 
sources  of  family  planning  information. 

Health  Examination  Cycle  3 of  the  National  Health  Survey  covering  New  Castle  County  will 


Survey  For  New 
Castle  County 

be  given  in  Wilmington  over  a 4-week  period,  beginning  January  24,  1966. 
This  pilot  test  will  examine  youths  from  12  through  17  years  of  age. 
About  200  will  be  selected  for  examination  from  an  area  which  will  also 
include  Salem  County,  N.J.  The  examination  will  give  the  same  range 
of  tests  that  were  issued  for  the  younger  children  and  is  designed  pri- 
marily to  collect  data  on  growth  and  development  in  the  adolescent  group. 

Sleeping  Bag 
Hazard 

The  death  of  a Minnesota  boy  (16),  after  sleeping  in  a bag  that  had 
been  cleaned  with  perchlorethylene  in  a coin-operated  unit  has  led  to  an 
investigation  by  the  Division  of  Accident  Prevention,  U.S.  P.H.S.  The 
bag  had  been  rolled  up  and  slept  in  for  eight  hours  without  previous 
airing.  The  boy  never  regained  consciousness  and  was  in  convulsions 
when  found.  Autopsy  showed  congestion  in  the  lungs  and  internal  organs 
and  multiple  blisters  over  the  body.  The  report  stated  death  was  due 
to  pneumonitis  and  uremia  from  inhaled  perchlorethylene.  Journal  of 
Trauma,  5:  1965 

Senate  Bill 
No.  2568 

This  bill,  prohibiting  physicians  from  profiting  from  the  sale  of  prescribed 
drugs  or  devices,  has  generated  some  misunderstandings  over  the  position 
of  the  Guild  of  Prescription  Opticians  in  the  matter.  They  have  asked 
that  we  bring  these  policy  items  to  your  attention: 

We  believe  that  organized  medicine  at  the  national  and  local  level  should  exercise 
control  over  any  and  all  practices  by  individual  physicians  which  bring  discredit 
to  the  profession.  We  will  support  every  action  which  would  make  federal  legis- 
lation unnecessary. 

We  recognize  that  it  is  in  the  patient’s  best  interest  if  an  ophthalmologist  dis- 
pensis  eyeglasses  in  a community  where  adequate  independent  optical  services  are 
not  available  or  cannot  be  procured  and  have  so  stated  in  our  testimony  before 
the  Senate  Antitrust  and  Monopoly  Subcommittee. 

We  believe  it  is  in  the  best  interest  of  the  public  and  ophthalmology  if  licensing 
of  opticians  were  obtained  in  all  states  and  we  solicit  the  active  help  of  ophahal- 
mology  and  all  medicine  in  securing  such  laws. 

Stryker  Frame 
Available 

The  Mancus  Foundation  has  a Stryker  frame  and  worktable  available 
for  patients  who  need  it  at  home.  The  Foundation  will  transport  the 
frame  and  table  to  the  patient’s  home  at  no  charge.  The  can  be  borrowed 
by  phoning  Miss  Mary  Ann  Wright  at  OL  4-9880  or  OL  2-7187. 
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In  Brief 


Current  Speakers 
On  “Doctors’ 
House  Call” 


Nursing 

Accreditation 

Notes 


The  Month 
In  Washington 

National  “PAP” 
Test  Program 


Birth  Control  Pills 


Member  speakers  scheduled  for  January  on  the  Tuesday  radio  program 
(11:05  a.m.  WDEL)  sponsored  by  the  Medical  Society  of  Delaware  are: 
Jan.  4,  Ward  W.  Briggs,  “Special  Problems  of  the  Elderly  Patient;”  Jan. 
11,  William  J.  Holloway,  “Penicillin  Therapy  and  Other  Miracle  Drugs;” 
Jan.  18,  Herman  Rosenblum  and  Richard  C.  Hayden,  “Combined  Ma- 
ternity-New Born  Plan  of  the  Wilmington  Medical  Center.” 

The  Joint  Commission  on  Accreditation  for  Hospitals  has  approved  a 
set  of  standards  for  accreditation  of  nursing  homes  and  extended  care 
facilities.  The  new  program  will  bring  together  the  approval  program 
of  the  A.H.A.  and  the  accreditation  program  of  the  National  Council 
for  the  Accreditation  of  Nursing  Homes. 

The  nation’s  first  accrediting  program  for  nursing  services  will  go  into 
effect  January  1,  1966,  sponsored  by  the  National  League  for  Nursing 
and  the  P.H.S.  The  program  will  focus  on  protecting  and  improving  the 
quality  of  home  nursing  services,  now  expanding  over  the  nation  as  com- 
munities extend  home  nursing  care  to  beneficiaries  of  Medicare. 

The  P.H.S.  has  expanded  its  “Pap”  test  program  to  provide  cervical 
cancer  tests  for  most  women  who  enter  hospitals  and  many  of  those  who 
see  physicians  for  any  reason. 

Grants  will  be  made  to  hospitals,  medical  schools,  state  and  local  health 
departments  and  non-government  health  groups  for  training  of  tech- 
nicians, post-residency  training  of  physicians,  purchase  of  laboratory 
equipment,  examination  of  hospital  outpatients  and  other  such  expen- 
ditures. Hospitals  providing  care  for  the  poor  and  medically  indigent 
will  receive  first  consideration  as  to  grants. 

The  American  Academy  of  General  Practice  has  been  implementing  for 
the  PHS  an  office  cancer  detection  program.  A PHS  spokesman  termed 
the  program  “most  effective,”  although  not  costly. 

The  PHS  expects  to  achieve  its  goal  in  hospital  tests  within  the  next 
five  years,  with  the  number  of  hospitals  providing  this  service  to  all  adult 
women  patients  increasing  each  year  during  this  period. 

A special  advisory  committee  of  non-goverment  medical  experts  is  con- 
ducting a comprehensive  review  of  side-effects  of  birth  control  pills.  This 
Advisory  Committee  on  Obstetrics  and  Gynecology  was  appointed  be- 
cause of  reports  that  women  who  had  taken  oral  contraceptive  pills  had 
suffered  thromboembolic  phenomena  including  strokes,  thrombophlebitis 
and  pulmonary  embolism,  and  various  eye  and  vision  manifestations. 

As  an  interim  measure,  the  FDA  directed  manufacturers  of  the  pills  to 
put  on  package  labels  two  warnings — 1)  use  should  be  stopped  if  eye 
problems  occur,  and  2)  women  who  have  had  strokes  should  not  take 
them. 

At  its  first  meeting  the  seven  members  of  the  special  committee — all 
medical  school  gynecologists  and  obstetricians — concluded  that  there  was 
no  immediate  need  for  immediate  action  on  the  reports  of  adverse  experi- 
ence with  oral  contraceptive  pills.  The  committee  believed  that  “final 
recommendations  . . . can  safely  await  the  conclusions  of  its  deliberations.” 
The  report  of  the  President’s  Commission  on  Heart  Disease,  Cancer,  and 
Stroke  proposed  a national  cervical-cancer  detection  program  as  the  next 
logical  step  to  expand  the  limited  program  previously  carried  out  by  the 
PHS’  Cancer  Control  Program. 
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PROFILE  OF  OUR  PRESIDENT 


Mrs.  John  W.  Barnhart 


Mrs.  John  W.  Barnhart,  the  new  President 
of  the  Woman’s  Auxiliary  to  the  Medical 
Society  of  Delaware,  has  long  been  an  active 
member  in  the  New  Castle  County  Auxiliary. 
Her  personal  warmth  and  wide  experience 
make  her  well  qualified  to  lead  this  group. 

Edna  Barnhart  is  known  as  “Billie”  to  her 
friends.  She  was  born  in  Hagerstown,  Mary- 
land but  moved  to  Harrisburg,  Pennsylvania 
at  an  early  age.  After  graduation  from  high 
school,  she  entered  the  Presbyterian  Hospital 
School  for  Nurses  in  Philadelphia.  When  her 
studies  were  completed,  she  became  a staff 
nurse  and  also  did  private  duty  nursing. 

Billie  met  her  husband  John  while  he  was 
a senior  at  the  University  of  Pennsylvania 
Medical  School.  They  were  married  during 
his  internship  at  St.  Francis  Hospital  in  Pitts- 
burgh, Pennsylvania. 

During  World  War  II,  John  was  stationed 
at  Aberdeen,  Maryland.  At  this  time,  Billie 
taught  home  nursing  classes  in  Wilmington. 
After  John  returned  home  from  overseas  duty 


in  1946,  they  settled  in  Wilmington  where 
they  have  remained  since. 

Billie  is  the  mother  of  three  children.  John, 
Jr.,  is  a graduate  of  Ohio  Wesleyan  Univer- 
sity, is  married  and  now  living  in  Raleigh, 
North  Carolina.  Patricia  is  a sophomore  at 
Pennsylvania  State  University  and  Joan  is  a 
9th  grader  at  Tower  Hill  School. 

As  a member  of  Grace  Methodist  Church, 
she  has  served  on  a variety  of  committees  of 
the  Woman’s  Society  of  Christian  Service, 
The  Craft  Group  and  is  in  charge  of  infants 
nursery  which  is  staffed  entirely  with  gradu- 
ate nurses. 

Since  joining  the  New  Castle  Auxiliary  in 
1948,  Billie  has  been  an  active  member  and 
has  been  chairman  of  several  committees.  She 
is  a past  chairman  of  finance,  archives  and 
was  recording  secretary  in  1963-1964  on  the 
state  level.  She  is  also  an  active  member  of 
the  Women’s  Committee  of  the  Wilmington 
Symphony  Orchestra. 


CALENDER  OF  EVENTS  for  JANUARY 


January  17th — Executive  Board  Meeting 
10:30  A.M. 

January  24th — Regular  Luncheon  Meeting 

11:30  A.M.  Speaker:  Mr.  Edmund  Georgi, 
“Opportunity  Center.” 

Sewing  Meeting — Mrs.  John  Howard 
Newark  Sewing  Meeting 


Dates  for  the  sewing  meetings  will  be  an- 
nounced at  the  regular  January  meeting. 

Just  a reminder  that  the  Annual  Benefit  Dinner- 
Dance  will  be  held  in  the  DuBarry  Room, 
Hotel  duPont  next  month.  Keep  February 
26th  open  for  this  event. 
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176th  ANNUAL  MEETING 
October  1 and  2,  1965 

PROGRAM 

House  of  Delegates 

OCTOBER  1 

Academy  of  Medicine,  1925  Lovering  Avenue,  Wilmington 
8:00  P.M.  House  of  Delegates 

10:30  P.M.  Reception  for  Delegates 


SCIENTIFIC  SESSION 


OCTOBER  2 

Academy  of  Medicine,  1925  Lovering  Avenue,  Wilmington 
8 : 45  Registration  — Exhibits 


9:15  Call  to  Order  — Gerald  A.  Beatty,  M.D.,  President,  Medical  Society  of  Delaware 

Report  of  House  of  Delegates  — Joseph  W.  Abbiss,  M.D.,  Secretary,  Medical  Society  of  Delaware 

9:30  THE  CLINICAL  PROBLEMS  OF  THE  OLDER  PATIENT  — Moderator  — William  O.  La- 
Motte,  Jr.,  M.D. 

MEDICAL  MANAGEMENT 

Frederick  C.  Swartz,  M.D.,  Lansing,  Michigan,  Chairman  of  the  American  Medical  Association 
Committee  on  the  Aging. 


THE  EFFECTS  OF  MENTAL  CHANGES 

Maurice  E.  Linden,  M.D.,  Director,  Division  of  Mental  Health,  City  of  Philadelphia 


NUTRITION  — MAINTENANCE  AND  THERAPEUTIC 

Robert  D.  McGandy,  M.D.,  Assistant  Professor  of  Nutrition,  Harvard  School  of  Public  Health, 
Boston,  Massachusetts. 

DISCUSSION 

In  lieu  of  the  annual  lecture  of  the  Delaware  Tuberculosis  and  Health  Society , the  Society  is 
cooperating  with  the  Medical  Society  of  Delaware  in  the  presentation  of  this  panel. 


11:00  INTERMISSION  — EXHIBITS 


11:30  THE  RESPONSIBILITY  OF  THE  FEDERAL  GOVERNMENT  IN  MEDICAL  EDUCATION 
Luther  L.  Terry,  M.D.,  Surgeon  General,  United  States  Public  Health  Service,  Washington,  D.  C. 


12:00  PRESIDENT’S  ADDRESS  — Gerald  A.  Beatty,  M.D. 

Business  Meeting 
Election  of  President-Elect 

12:30  LUNCH  — EXHIBITS 

1:15  THE  USE  OF  ISOTOPES  IN  COMMUNITY  PRACTICE 

Harris  Lovice,  M.D.,  Chief  of  Endocrinology,  South  Baltimore  General  Hospital,  Baltimore, 
Maryland. 

Discussion 

1:45  THE  EFFECT  OF  A GENERAL  HOSPITAL  PSYCHIATRIC  SERVICE  ON  PATIENT 
CARE 

Daniel  Lieberman,  M.D.,  Commissioner,  Department  of  Mental  Health  of  Delaware. 
Discussion 

2:15  INTERMISSION  — EXHIBITS 

2:45  SYMPOSIUM  ON  ABNORMAL  UTERINE  BLEEDING  — Moderator  — Sylvester  W.  Rennie, 
M.D. 

Eugene  B.  Linton,  M.D.,  Assistant  Professor  of  Obstetrics  and  Gynecology,  Bowman  Gray 
School  of  Medicine,  Winston-Salem,  North  Carolina. 

Henry  C.  O’Roark,  M.D.,  Instructor  in  Obstetrics  and  Gynecology,  Bowman  Gray  School  of 
Medicine,  Winston-Salem,  North  Carolina. 

DISCUSSION 
4:00  Adjournment 

Note:  The  Delaware  Diabetes  Association  will  meet  immediately  following  the  adjournment. 

The  Medical  Society  of  Delaware  gratefully  acknowledges  the  assistance  of  the  Eli  Lilly  Company 
in  the  presentation  of  the  scientific  session. 


Wilcastle  Center 

6:30  Reception  and  Cocktails 


7:30  Dinner 


PROGRAM  OF  THE  THIRTY-SIXTH  ANNUAL  MEETING 

The  Woman’s  Auxiliary  to  the  Medical  Society  of  Delaware 


Saturday,  October  2,  1965 
Tally-Ho,  Concord  Pike  and  Naamans  Road 

10:00  A.M.  Registration  and  Coffee  Hour 

11:00  A.M.  General  Session 

Call  to  Order — Mrs.  Laurence  L.  Fitchett 
Pledge  of  Loyalty 

Address  of  Welcome — Mrs.  John  W.  Barnhart 
Introduction  of  Guests 
Memorial  Service 

Roll  Call  of  Delegates — Mrs.  Robert  D.  Hunt 
Treasurer’s  Report — Mrs.  Emerson  Y.  Gledhill 
Reports  of  County  Auxiliaries 
Kent — Mrs.  Edward  Dennis 
New  Castle — Mrs.  Allston  J.  Morris 
Sussex — Mrs.  W.  P.  Portz 

National  Convention — 1964 
Delegate’s  Report — Mrs.  John  W.  Barnhart 

Report  of  Priority  Committees 
Report  of  the  President — Mrs.  Laurence  L.  Fitchett 
Report  of  the  Nominating  Committee — Mrs.  James  Metzger 
Election  of  Officers 

Address — Mrs.  William  S.  Stone,  Director,  Woman’s  Auxiliary,  to  the 
American  Medical  Association 

1:00  P.M.  Luncheon 
Invocation 

Introduction  of  the  Advisory  Committee 

Greetings  from  the  Medical  Society  of  Delaware 
Dr.  Gerald  A.  Beatty,  President 

Presentation  of  Past  President’s  Pin 
Presentation  of  Gavel  and  President’s  Pin 
Inaugural  Address — Mrs.  John  W.  Barnhart 
Adjournment 


PLEDGE  OF  LOYALTY: 

“1  pledge  my  loyalty  and  devotion  to  the  Woman’s  Auxiliary  to  the  American 
Medical  Association.  I will  support  its  activities,  protect  its  reputation,  and  ever 
sustain  its  high  ideals.” 


EXHIBITORS 


BOOTH 

No.  1 — Libby  Surgical  Supply  Company 

The  DIAPULSE  (Pulsed  Short  Wave  Therapy) 
machine  will  be  on  display  and  will  be  demonstrated 
by  a factory  representative. 

The  Hamilton  Power  Examining  Table  will  also 
be  on  display.  See  the  newest  concept  in  power 
examining  tables,  with  power  adjustments  that  make 
examinations  easier  for  you  and  your  patients. 

No.  2 — Mead  Johnson  Laboratories 

This  exhibit  has  been  arranged  to  give  you  the 
optimum  in  quick  service  and  product  information. 
To  make  your  visit  productive,  specially  trained 
representatives  will  be  on  duty  to  tell  you  about 
their  products. 

No.  3 — John  G.  Merkel  & Sons,  Inc. 

See  the  latest  and  finest  in  Medical  and  Laboratory 
equipment  for  hospital  or  .office  and  the  latest 
equipment  for  the  home  care  of  your  patient.  This 
equipment  available  upon  your  request. 

No.  4 — The  Upjohn  Company 

We  will  be  prepared  to  display  and  discuss  a new 
antibiotic,  Lincocin.  Information  on  body  fluid 
levels  and  cell  penetration  will  be  provided.  New 
information  will  also  be  available  relative  to  Orinase 
and  diabetics. 

No.  5 — Smith  Kline  & French  Laboratories 

"Testing  the  Performance  of  Sustained-Release 
Dosage  Forms  in  Man:  Some  Special  Techniques:” 
Pharmaceutical  chemists  will  be  on  hand  to  discuss 
special  techniques  used  to  compare  drug  absorption 
from  sustained-release  dosage  forms  and  from  the 
multidose  regimens  they  replace.  These  techniques 
include  measuring  drug  blood  levels  by  "tagging” 
drugs  with  radioactive  isotopes,  measuring  drug 
urine  levels,  and  measuring  drug  activity  by  the 
physiologic  response  it  produces. 

No.  6 — The  Mutual  Benefit  Life 
Insurance  Company 

"Financial  Planning  for  the  Physician”  Stop  by  and 
pick  up  a J.  K.  Lasser  Tax  Calculator.  Check  with 
our  representatives  for  ideas  on  tax  savings,  money 
management,  insurance,  estate  planning.  Mutual 
Benefit  Life,  founded  in  New  Jersey  in  1845,  rep- 
resented in  Delaware  since  1903. 

No.  7 — G.  D.  Searle  & Company 

You  are  cordially  invited  to  visit  the  Searle  booth 
where  our  representatives  will  be  happy  to  answer 
any  questions  regarding  Searle  Products  of  Research. 
Featured  will  be  Enovid  for  ovulation  control  and 
pregnancy  and  menstrual  disturbances  and  Flagyl,  a 
potent,  new  trichomonacidal  agent  for  trichomonal 
vaginitis,  cervicitis,  urethritis  and  prostatitis. 

No.  8 — Lewis  E.  Neubauer,  Nicholas  Reilly 

Scientific  Publications 

No.  9 — E.  R.  Squibb  & Sons 

E.  R.  Squibb  & Sons  has  long  been  a leader  in 
development  of  new  therapeutic  agents  for  preven- 
tion and  treatment  of  disease.  The  results  of  our 
diligent  research  are  available  to  the  Medical  Pro- 
fession in  new  products  or  improvements  in  prod- 
ucts already  marketed. 

We  will  be  pleased  to  present  up-to-date  informa- 
tion on  these  advances  for  your  consideration. 


BOOTH 

No.  10 — The  Coca-Cola  Company 

Ice-cold  Coca-Cola  served  through  the  courtesy  and 
cooperation  of  the  Delaware  Coca-Cola  Bottling 
Company  and  The  Coca-Cola  Company. 


No.  11 — Pfizer  Laboratories 

Our  display  has  been  specifically  arranged  for  your 
convenience  and  to  give  yqu  the  maximum  in  quick 
service  and  product  information. 

To  make  your  visit  worthwhile,  technically  trained 
Medical  Service  Representatives  will  be  on  hand  to 
discuss  with  you  the  latest  developments  in  Pfizer 
research. 


No.  12 — Medical  Management 

Services  — A.  I.B.M.  Computer  Programming  of 
Accounts  Receivable  — instantaneous,  accurate, 
automated 

B.  Management  and  Tax  — monthly  profit  and  loss 
statements;  preparation  of  all  tax  returns;  tax  plan- 
ning conference;  continued  management  planning; 
assistance  in  any  area  in  which  we  feel  we  can  offer 
ideas  and  savings  to  you. 


No.  13 — Wyeth  Laboratories 

The  product  featured  at  our  exhibit  will  be  Serax. 
Also  highlighted  will  be  Tubex,  the  Wyeth  Dis- 
posable Injection  System  and  our  infant  feeding 
formula,  SMA. 


No.  14 — Encyclopaedia  Britannica 

Encyclopaedia  Britannica  welcomes  delegates  to  the 
annual  meeting  of  the  Medical  Society  of  Delaware 
and  invites  them  to  examine  the  great  new  edition 
of  Britannica.  Official  delegates  may  now  purchase 
this  magnificent  set  at  an  offer  only  available  at  our 
convention  exhibits.  Stop  by  for  free  descriptive 
literature. 


No.  15 — Bertholon-Rowland,  Inc. 

Bertholon-Rowland  Agencies  have  been  the  adminis- 
trators of  the  Medical  Society  of  Delaware  Income 
Protection  coverages  since  1953.  Over  the  years 
many  improvements  have  been  added  to  this  plan 
as  well  as  making  new  coverages  available. 

The  latest  additional  coverage  is  an  improved  dis- 
ability income  protection  plan  that  offers  substantial 
benefits  at  a modest  cost  by  including  a 30  day 
waiting  period. 

Personal  counselling  is  part  of  the  Bertholon- 
Rowland  Agencies’  service  upon  request. 


No.  16- — Wm.  P.  Poythress  & Co. 

Mudrane,  established  Poythress  combination  for 
relief  of  bronchial  asthma,  and  its  new  companions, 
Mudrane  GG  and  Mudrane  GG  Elixir,  will  be 
featured  at  the  Poythress  Exhibit  Booth.  Other 
established  Poythress  products  will  also  be  exhibited. 
Mr.  William  J.  Magna  will  staff  this  booth. 


X66-1520 

Delaware  medical  journal, 
v.37#  1965. 


RETURN  THIS  BOOK  ON  OR  BEFORE  LAST  DATE  STAMPED 


MAR  1 8 *6? 
APR  | 0 '68 


